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Massive Haemorrhage from Peptic Ulcer 
S. S. Peikoff. M.D., F.R.C.S. (Ed.), F.A.C.S. (C) 


Bleeding is the most common complication of 
peptic ulcer, and yet, in reviewing the literature 
on this subject, one is impressed with the amount 
of confusion that exists when it comes to the 
management of bleeding peptic ulcer. There is 
also a considerable amount of conflict between the 
internist and the surgeon. This is due to the fact 
that in the past, statistics were completely unre- 
liable, since there was no attempt at classification 
of the bleeding into groups according to the degree 
or severity of haemorrhage or to the age of the 
patient. The latter two are most important factors 
which dictate the manner in which a case should 
be handled. 

In more recent years there has been an attempt 
to classify haemorrhage from peptic ulcer: 

1. Small or Minor Haemorrhage: The patient 
may get a bout of weakness at work and pass a 
tarry stool] the following day. He does not neces- 
sarily stop work or even consult a doctor. Informa- 
tion is often obtained subsequently by taking a 
history. Two ounces of blood is enough to produce 
melaena, and yet a pint of blood may be lost into 
the intestines without clinical evidence’. 

2. Gross Haemorrhage: The patient vomits dark, 
tarry or bloody material and passes dark tarry 
stools. He may faint or get a sudden attack of 
weakness. His blood pressure drops, but in a 
relatively short time returns to normal. The 
haemoglobin rarely falls below 60 or 70%. There 
may be tarry stools for many days due to repeated 
haemorrhages, leading to a progressive anaemia 
with weakness, dizziness and general malaise. 

3. Massive Haemorrhage: The onset and course 
is fairly characteristic. The patient feels suddenly 
nauseated, weak and dizzy. He vomits a variable 
amount of bright red blood or coffee-ground ma- 
terial. The stools may be tarry or even bloody. 
There are always definite signs of shock and col- 
lapse. The skin becomes cold and clammy, the 
pulse rapid and thready. He is restless and prob- 
ably dyspnoeic. Haemorrhage is defined as mas- 


sive when a patient has a red-blood count 
million and a hemoglobin of 30%, this oe Aj 
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whole group. Minor and gross haemorrhages are 
treated entirely medically. In the latter the 
surgeon is called in to do an elective operation at 
some future date. It is in massive haemorrhage 
where medical and surgical treatment are at con- 
flict. 

Massive haemorrhage originates from three 
different sources: 


(a) In the duodenum: The most severe and per- 
sistent bleeding and likely to prove fatal, results 
from erosion of the pancreatico-duodenal artery in 
the posterior wall of the duodenum. Wilmer de- 
scribes two pancreatico-duodenal arcades supply- 
ing the first part of the duodenum. The arcades 
communicate by large anastomosing trunks run- 
ning along the posterio-medial aspect of the 
duodenum. Thus erosion of one of these large 
communicating branches or the artery itself is 
the cause of massive haemorrhage, as opposed to 
erosion of sub-mucosal vessels being responsible 
for gross or minor haemorrhage. 

(b) In the stomach: Massive haemorrhage 
usually results from erosion of a right or left 
gastric artery along the lesser curvature or less 
often of the gastro-epiploic artery on the posterior 
wall of the stomach. 

(c) Generalized oozing may occur—at operation 
the stomach may be opened and the mucosa found 
to be oozing generally and yet it may be difficult 
to discover the exact source of bleeding at opera- 
tion or even at post-mortem. Heuer reports such 
a case in which the pathologist could not find the 
erosion in the mucosa. He injected the gastric 
artery with saline under pressure and noticed a 
jet of fluid from the mucosal lining. Serial section 
showed a small ruptured aneurysm in the mucosa. 

Severe bleeding results when one of the large 
vessels is eroded transversely or laterally. If the 
vessel is eroded transversely, the bleeding end re- 
tracts and haemorrhage may be transient. If a 
section of the wall sloughs out, however, it cannot 
retract, so that haemorrhage is likely to be con- 
tinuous. 

In older people there are two other important 
factors. In those over 45 years of age, there will 
rally be a long history of ulcer so that there 
ed chronic induration at the base with 
* tissue formation which will prevent 
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digested by the gastric juices, dislodged and bleed- 
ing recurs. The fact remains that 75% of haemor- 
rhages occur in patients cver 45 years of age. 
Vital statistics confirm this by the fact that 80 
to 90% of all deaths occur after 45 years; so that 
the mortality rate increases with the age of the 
patient and the presence of arteriosclerosis. 


The General Effects 

Amendola“, of the Roosevelt Hospital in New 
York, stresses the effect of sudden acute anaemia 
and the sustained low blood pressure or hypoten- 
sion on various organs and tissues of the body. The 
immediate effect of the loss of blood with its rapid 
blood volume decrease and hypotension is circu- 
latory failure with damage to the medullary centres 
which may even be fatal. Prolonged low blood 
pressure and anaemia results in cerebral anaemia 
with stupor, delirium or convulsions. It may pro- 
duce coronary insufficiency with anginal pains 
and permanent damage to the heart from infarct. 
Low blood volume results in diminished kidney 
filtration with oliguria, anuria, and rise in B.U.N. 
and N.P.N. 

Severe gastrogenic bleeding produces a marked 
elevation of blood urea nitrogen in 8 to 10 hours 
which remains elevated for 24 to 36 hours and, if 
severe, resembles uremia. Recent investigation 
shows that this is not due to the anaemia but to 
the absorption of digested blood proteins and pro- 
longed fall in blood pressure. Either one of these 
factors will increase the B.U.N. but a combination 
of both results in higher azotemia. This is of value 
clinically. Sustained rise in blood urea nitrogen 
in the absence of kidney disease indicates persist- 
ent bleeding. A B.U.N. of 100 mgms. is a very 
severe prognostic sign. 


Diagnosis : 

Diagnosis of massive gastrogenic haemorrhage 
may be extremely difficult, since one may be in 
hopeless doubt as to the source of haemorrhage. 
Often haemorrhage is the first and only symptom 
of peptic ulcer. 80% of massive haemorrhage is 
due to peptic ulceration but 20% originates from 
oesophageal varices, purpura, lymphosarcoma, 
polyposis, haemorrhagic gastritis and carcinoma. 
Carcinoma very rarely causes severe bleeding. 
Finsterer® in 1934 reported a series of 710 cases 
of carcinoma of which only 3 had massive haemor- 
rhage. The history is usually of no value since 
other gastric lesions are associated with indigestion 
or the patient may be too ill to give a satisfactory 
history. 

Gastroscopy is definitely contra-indicated. If 
the patient recuperates temporarily from his 
haemorrhage, barium may be given by mouth and 
x-rays are permissible. The danger is not in the 
barium but in trauma to the viscera by manipula- 
tion under fluoroscopic examination. If haemor- 





rhage is massive and uncontrolled it may be so 
serious that immediate operation is imperative and 
one may have to do an exploration without a 
diagnosis. 

Treatment 


The treatment of all groups of haemorrhage, 
small, gross, or massive is medical in all instances 
to begin with. 

a. Combat shock: keep at rest, quiet and warm, 
along with mild sedation. 

b. Check progress repeatedly: chart pulse, B.P., 
every half hour. Repeat Hb, Haematocrit, and 
Blood urea as indicated. 

c. Blood transfusions. 

d. Diet: The old Sippy diet of starvation with a 
mortaiity rate ranging from 4 to 58% has been 
more or Jess discarded since Meulengracht" in 1934 
reduced the mortality rate to 1.2% in the treatment 
of 251 cases with semi-solid foods. He concluded 
first, that food in the stomach diminishes the 
violent hunger contractions which are thought to 
dislodge the blood clot in the mouths of the ves- 
sels, whereas the well-filled stomach maintains a 
constant and continuous pressure on its contents 
which tends to compress an open vessel and pro- 
mote clot formation; second, food fixes the gastric 
secretions and prevents the acids from digesting 
the clots; and third, and probably the most im- 
portant factor is that these patients suffering from 
chronic indigestion with starvation are already in 
a state of hypoproteinemia while bleeding further 
depletes the protein reserves so that food high in 
protein value is a most important factor in correct- 
ing this deficiency and promotes healing. 

e. The ice-bag is definitely condemned by all. 
Andreson states that the only value of the ice bag 
is to keep the patient still while he balances it on 
his abdomen. The disadvantage is the lack of 
sleep for fear it will falloff; but more important, 
is the fact that it increases shock. Ice chips by 
mouth are also condemned since they cause hyper- 
emia of the stomach mucosa and promote bleeding. 

This regime will be effective in almost 100% 
of patients under 45 years of age and 70% of those 
over 45 years. 30% of patients over 45 years will 
die because of the associated arteriosclerosis and 
chronicity of the ulcer which delay clotting. It 
is this 30% which creates the dilemma of surgical 
versus medical treatment. Walters’ points out that 
the difficulty lies in “how to recognize the 70% 
that are going to get better under medical treat- 
ment because some may die if attacked surgically; 
on the other hand, how to recognize the 30% who 
die under medical treatment, some of whom could 
be saved by surgery.” 

Another extremely important point which has 
not been recognized in the past is that, if surgery 
is contemplated at all, it musi be performed within 
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48 hours. We know that the continuous and pro- 
gressive low blood pressure and low blood volume 
does irreparable damage to the brain, heart and 
kidneys. No surgeon will attempt operation on 
a patient uncontrolled by blood transfusions after 
72 hours since the mortality rate is 100%. Finsterer’ 
reported a mortality of 29.7% following surgery 
after 48 hours of haemorrhage as opposed to a 5% 
mortality rate in those done under 48 hours. 
Gordon Taylor® reports 18 cases operated on dur- 
ing a period from 1933 to 1939 within 24 hours of 
the onset of bleeding with a mortality rate of 5.5% 
(i.e. 1 death) whereas 7 patients done after 24 hours 
with a mortality rate of 59% (4 deaths). 

Surgery must be considered in all cases of 
acute massive haemorrhage in patients over 45 
years of age, especially those with arteriosclerosis; 
and in these cases, the internist, the surgeon, and 
the anaesthetist should work together from the 
beginning and make every effort to single out 
those cases which will require surgery to control 
the haemorrhage. Surgeons unanimously agree 
that all patients over 50 years of age with massive 
haemorrhage are potential candidates for emerg- 
ency surgery, but there are no stereotyped rules 
for selection of these cases. Different surgeons 
have different criteria. Graham” states that in 
patients over 50 with the Hb below 50 one should 
consider surgery while in those under 50 one may 
expect an excellent prognosis medically. Rank- 
in’s!° jndications are as follows: 

(a) Patients over fifty with massive haemor- 
rhage. (b) Those with previous severe bleeding 
(c) In arteriosclerotic patients who fail to respond 
to one or more transfusions and continue to bleed. 
Hollman'! operates on those with recurring 
haemorrhage or persistent bleeding after complete 
bed rest; or those where a haemorrhage begins 
while patient is receiving adequate medical treat- 
ment. Hinton!2 describes his transfusion test; if 
after two blood transfusions of 500 cc’s each, the 
Hb and the blood pressure remain low, one may 
assume that a large vessel has been eroded and 
surgical intervention is indicated. 

The final cpinion therefore is to operate only 
on those patients who are bleeding to death despite 
medical treatment and transfusions. The criterion 
for operation even under 45 is failure to maintain 
a stable circulation despite transfusions of 500 cc 
every 8 hours, i.e., attacks of syncope, rapid pulse, 
low Hb, and persistently low blood pressure 
despite transfusions. Recurrent fainting or syn- 
cope is a most valuable single sign. Those patients 
who do not have syncope or fall of blood pressure 
are not candidates for immediate operation. 


Surgical Treatment 
As soon as the abdomen is opened a gastro- 
stomy is done in order to inspect the gastric 
mucosa thoroughly and an attempt is made to 


control the individual bleeding vessels by ligature 
or mattress sutures inserted from the inside of the 
viscus. The operation of choice is partial gas- 
trectomy, with removal of the ulcer wherever this 
is feasible. Other methods may be used in dire 
emergency. Even though patients are critically 
ill, gastric resection of two-thirds of the stomach 
is the ideal procedure. Plastic operations or gastro- 
enterostomy are useless. Recurrent bleeding oc- 
curs in 4% of gastric resections and in 45% of all 
other methods. 
Presentation of Cases 

Case 1—Mr. J. H., age 19. Admitted with mas- 
sive haemorrhage in June, 1943. Medical treat- 
ment was instituted for 24 hours but the blood 
pressure remained low and the Hb continued to 
fall even while transfusions were given con- 
tinuously. A Barium series revealed a huge dilated 
stomach with 100% retention after 6 hours. Com- 
plete obstruction complicating haemorrhage adds 
at least 60% to the risk. It is for this reason that 
an exploratory operation was decided upon. The 
duodenum was opened and the bleeding vessel in 
the centre of a posterior duodenal ulcer was closed 
by oversewing the edges of the ulcer. A gastro- 
enterostomy was done. He did not respond well. 
On the tenth post-operative day there was evidence 
of proximal loop obstruction. Under local anaes- 
thesia a duodeno-jejunostomy was done. Follow- 
ing this his course was uneventful and he was dis- 
charged from the hospital in two weeks. In 1945 
(2 years later) he was readmitted to the hospital 
with severe haemorrhage which was readily con- 
trolled by medical treatment and an elective 
gastrectomy was performed with an excellent post- 
operative result. 

Massive haemorrhage complicated by complete ob- 
struction treated by ligation of the bleeding vessel and 
gastro-enterostomy. Recurrent haemorrhage was con- 
trolled medically and elective gastrectomy performed. 

Case 2—Mr. R. O., age 40. Admitted in April, 
1948, with gross gastro-intestinal haemorrhage. 
There was a history of 3 previous similar haemor- 
rhages. A number of transfusions were given and 
circulation stabilized but he continued to have 
tarry stools. On May 13, 1948, while under treat- 
ment he had an attack of syncope, passed a large 
tarry stool and went into moderate shock. He was 
given 1500 cc’s of blood and a sub-total gastrectomy 
was done. His post-operative course was unevent- 
ful. 

Recurring massive haemorrhage while under adequate 
medical treatment treated by sub-total gastrectomy. 

Case 3—(Described by Dr. M. Bennett). J.W., 
age 63. Admitted to the hospital with massive 
gastric haemorhage and was treated medically with 
good response. A second massive haemorrhage 
occurred 11 days later, accompanied by syncope, 
restlessness, marked hypotension followed by de- 
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lirium and coma. He soon became pulseless, cold 
and clammy. Dr. R. Letienne was called in con- 
sultation and an emergency gastrectomy was de- 
cided upon. At operation, gastrostomy revealed 
an ulcer 2% inches by 2 inches in the posterior 
wall of the stomach and in its base was the gaping 
end of the right gastric artery occluded by a soft 
clot. On account of the friability of the base it 
was impossible to tie it off or oversew it. One 
had no other option but to do a gastrectomy, in 
spite of his extremely poor condition. This was 
done and although the post-operative course was 
stormy for several days he has made an excellent 
recovery. It is almost 3 months since his operation. 
His Hb was slow to return but is almost at normal 
level at present and he has gained 20 pounds. 
Recurring massive haemorrhage in a patient over 60 


while under adequate medical treatment. 
Case 4—S. B., age 66. Admitted to hospital 


with moderate haemorrhage from an anastomatic 
ulcer. Had gastro-enterostomy at Mayo Clinic in 
1931. In 1948 he had his first haemorrhage which 
was controlled by rest and blood transfusion. On 
June 10, 1949, he had another bout of melaena and 
syncope. He was admitted to the hospital on June 
24th, 1949, and medical treatment was given till 
July 4th. He continued to have tarry stools 
throughout this period but his circulation was well 
stabilized. On July 4th there was evidence of 
massive haemorrhage. Operation was decided 
upon. The gastro-enterostomy was undone and a 
sub-total gastrectomy performed. He made an un- 
eventful recovery and was discharged from the 
hospital on July 15, 1949. 

Recurring massive haemorrhage from an anastomotic 
ulcer in spite of medical treatment. 

Conclusion 

1. When all cases of peptic ulcer are considered 
without regard to the type of haemorrhage or the 
age of the patient, the overall mortality is low— 
about 1 to 3%. But in acute massive haemorrhage 
in patients over 50 the mortality rate is 30% with 
conservative treatment 

2. The term messive haemorrhage should be ap- 
plied only to acute rapid loss of blood producing 
shock, ‘syncope and reducing the red blood cells 
to 242 mil. and Hb to 30%. On this basis only 
should statistics be compiled. 

3. Every case of massive haemorrhage in 
patients over 50 should be considered as a poten- 
tial surgical emergency. The surgeon should be 
consulted early and if the circulation cannot be 
stabilized by blood transfusion within 48 hours 
immediate surgery is imperative. After 72 hours 
of uncontrolled haemorrhage surgery is prohibitive 
since prolonged severe hypotension causes irre- 
parable damage to the vital organs. 


4. Sub-total gastrectomy is the operation of 


choice. 


5. Haemorrhage is more dangerous (a) when 
accompanied by pain (indicating perforation. (b) 
in the presence of pyloric obstruction; (c) if bleed- 
ing recurs while patient is convalescing from a 
previous episode. 

6. There is no conflict between medical and 
surgical management. Medical and_= surgical 
mortality cannot be compared. Surgeons operate 
only on those patients expected to die without 
operation so that it is not a question of prohibitive 
mortality rate but of how many lives can be saved. 

7. With our present knowledge of haemorrhagic 
shock, improvements in anaesthesia and surgical 
technique, our advanced methods of pre-operative 
preparation of the patient (correcting fluid bal- 
ance, anaemia, hyproteinemia, avitaminosis) one 
should have more courage to attack those hopeless 
cases which are otherwise doomed to die. 
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The Role of the Anaesthetist in Massive 
Peptic Haemorrhage 
Marjorie Bennett, M.D. 

The successful handling of the bleeding ulcer 
case treated surgically is one of the most difficult 
problems that contront the anaesthetist. 

The patient is in a state of severe anaemia 
and often in shock. If chronic ulcer symptoms are 
present or if the patient is treated medically for 
the first hemorrhage and brought to surgery at a 
second severe hemorrhage there is superimposed 
loss of weight, malnutrition, dehydration, hypo 
proteinemia, and avitaminosis plus whatever 
pathology exists in other systems. Since surgery 
is more definitely indicated in bleeding ulcer in 
the cGlder group of patients, cardiac disease, hyper- 
tension, impaired renal function and chronic bron- 
chitis are often found. 
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The pre-operative, post-operative and operative 
management all centre around one important 
therapeutic measure—blood replacement. Trans- 
fusion is begun on admission, before it is known 
whether surgery will be indicated. Complete 
blood count, hematocrit, plasma proteins, and liver 
and kidney tests are done. The anaemia will be 
severe, with red cells in the 2 millions and Hb in 
the 30s. In massive hemorrhage it is usual to have 
a certain amount of hemoconcentration. The 
tissue fluid which is drawn into the circulation to 
make up a blood loss does not restore the original 
blood volume, so that the total circulating Hb may 
be much less than is indicated by a red cell count 
and hematocrit. If dehydration were treated first, 
the true blood picture would be obtained. Re- 
placement then must be based on the estimated 
blood loss rather than on any one blood examina- 
tion. Much larger amounts are necessary than we 
usually imagine. In a series reported by, Stewart, 
Schaer, Potted and Massover', an average of 3,600 
cc was given. The largest amount given in those 
operated on was 9,400cc. Formerly it was felt 
that there was some danger of re-starting hemor- 
rhage if too much blood was given. There is still 
considerable disagreement about this. Although 
low blood pressure is said to promote clot forma- 
tion, slow massive transfusions will restore the 
blood pressure gradually and do not increase bleed- 
ing. The hemostatic and coagulative action of 
fresh blood is believed to be more important than 
the fallacious belief that a blood clot can be blown 
out by increased blood pressure. Nothing will re- 
place blood transfusion in massive hemorrhage. 
Plasma will raise blood pressure, restore blood 
volume, and elevate the plasma proteins but it 
should only be used, if at all, to keep the blood 
pressure at a minimum safe level of 85-100 systolic 
while blood is being prepared. Blood is the only 
substance that will replace lost Hb and restore 
the oxygen carrying power of the blood to normal. 
Hypotension and anoxia may produce lasting 
visceral damage or irreversible shock in a few 
minutes. 

Vitamin K should be given pre-operatively and 
Penicillin started. 

The anaesthetic should be given with a high 
concentration of oxygen. One cannot recommend 
a routine safe anaesthetic in all these cases but I 
think that cyclopropane and curare will be safest 
in a large percentage of cases. Regional and local 
block are recommended by Lundy? but I have 
found that a marked fall in blood pressure occurs 
after the block is given in many cases, so I hesi- 
tate to use it in a case where shock is already 
present. The same applies to spinal analgesia. 
Barbiturates cause the spleen to take up erythro- 
cytes and decrease the already low Hb content of 
the blood. Also it has been shown by Rovenstine* 


that the effect otf hemorrhage on dogs anaes- 
thetized with Pentothal is more unpredictable than 
on those anaesthetized with cyclopropane, and that 
the latter gives the greatest margin of safety and 
the greatest chance of recovery following hemor- 
rhage. Curare can be used to promote relaxation, 
and if artificial or augmented respiration is ade- 
quately carried out there are no after effects. The 
main problem during the operation is to continue 
administration of blood as a resuscitative measure, 
and also to treat the surgical shock and the surgical 


. blood loss which varies from 500-1000 cc in gastric 


resection. Blood pressure, pulse, the state of the 
peripheral circulation and other clinical signs of 
impending shock or anoxia are used as a guide dur- 
ing operation, always remembering that there is an 
irreducible minimum amount of blood loss during 
operation. 

Post-operatively, restoration of the blood lost is 
continued. The clinical condition of the patient 
is watched and Hb and hematocrit estimations 
should be done every third day until these are 
near normal. 

There is always some risk connected with blood 
transfusion so the indications for its use should be 
definite, and it should not be continued longer 
than necessary. Reactions result from a variety 
of causes, e.g., chemical and physical, allergic, 
hemolytic, transmission of malaria, syphilis, infec- 
tious hepatitis. Chemical reactions have been 
eliminated by the use of plastic disposable tubing. 
Physical reactions are prevented by the careful 
technique of administration, i.e., giving it slowly 
to cardiac cases, and preventing air embolism. 
Allergic reactions are prevented by carefulness in 
the blood bank in enquiring into the allergic 
history of the donor, and the policy of collecting 
blood 6 hours or more after a meal. Prevention 
of transmission of chronic infection is also a re- 
sponsibility of the personnel of the blood bank. 
Hemolytic reaction, however, cannot be completely 
eliminated. Errors in matching may occur when 
a low titer typing serum is used. It may be weak 
or deteriorated. False positives may occur. The 
greatest source of error is, however, from clerical 
mistakes, and this can never be completely elimi 
nated. There are at least 5 specimens to be 
labelled in the preparation of each transfusion. 
Serious reactions are usually not diagnosed till 
anuria develops and at this stage there is a 50% 
mortality. If a reaction appears, no matter how 
insignificant, the urine should be checked for pre- 
cipitated Hb and early treatment instituted, that 
is, within two hours of the reaction. Results are 
fairly good if this is done. We are extremely fortu- 
nate in having such an excellent blood bank in St. 
Boniface hospital. It is supervised by Dr. Letienne 
and Sr. Tougas, and Miss Poirier is responsible for 
the actual operation of the bank. It is possible to 
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lirium and coma. He soon became pulseless, cold 
and clammy. Dr. R. Letienne was called in con- 
sultation and an emergency gastrectomy was de- 
cided upon. At operation, gastrostomy revealed 
an ulcer 2% inches by 2 inches in the posterior 
wall of the stomach and in its base was the gaping 
end of the right gastric artery occluded by a soft 
clot. On account of the friability of the base it 
was impossible to tie it off or oversew it. One 
had no other option but to do a gastrectomy, in 
spite of his extremely poor condition. This was 
done and although the post-operative course was 
stormy for several days he has made an excellent 
recovery. It is almost 3 months since his operation. 
His Hb was slow to return but is almost at normal 
level at present and he has gained 20 pounds. 
Recurring massive haemorrhage in a patient over 60 


while under adequate medical treatment. 
Case 4—S. B., age 66. Admitted to hospital 


with moderate haemorrhage from an anastomatic 
ulcer. Had gastro-enterostomy at Mayo Clinic in 
1931. In 1948 he had his first haemorrhage which 
was controlled by rest and blood transfusion. On 
June 10, 1949, he had another bout of melaena and 
syncope. He was admitted to the hospital on June 
24th, 1949, and medical treatment was given till 
July 4th. He continued to have tarry stools 
throughout this period but his circulation was well 
stabilized. On July 4th there was evidence of 
massive haemorrhage. Operation was decided 
upon. The gastro-enterostomy was undone and a 
sub-total gastrectomy performed. He made an un- 
eventful recovery and was discharged from the 
hospital on July 15, 1949. 

Recurring massive haemorrhage from an anastomotic 
ulcer in spite of medical treatment. 

Conclusion 

1. When all cases of peptic ulcer are considered 
without regard to the type of haemorrhage or the 
age of the patient, the overall mortality is low— 
about 1 to 3%. But in acute massive haemorrhage 
in patients over 50 the mortality rate is 30% with 
conservative treatment. 

2. The term massive haemorrhage should be ap- 
plied only to acute rapid loss of blood producing 
shock, |syncope and reducing the red blood cells 
to 2% mil. and Hb to 30%. On this basis only 
should statistics be compiled. 

3. Every case of massive haemorrhage in 
patients over 50 should be considered as a poten- 
tial surgical emergency. The surgeon should be 
consulted early and if the circulation cannot be 
stabilized by blood transfusion within 48 hours 
immediate surgery is imperative. After 72 hours 
of uncontrolled haemorrhage surgery is prohibitive 
since prolonged severe hypotension causes irre- 
parable damage to the vital organs. 

4. Sub-total gastrectomy is the operation of 
choice. 


5. Haemorrhage is more dangerous (a) when 
accompanied by pain (indicating perforation. (b) 
in the presence of pyloric obstruction; (c) if bleed- 
ing recurs while patient is convalescing from a 
previous episode. 

6. There is no conflict between medical and 
surgical management. Medical and _ surgical 
mortality cannot be compared. Surgeons operate 
only on those patients expected to die without 
operation so that it is not a question of prohibitive 
mortality rate but of how many lives can be saved. 

7. With our present knowledge of haemorrhagic 
shock, improvements in anaesthesia and surgical 
technique, our advanced methods of pre-operative 
preparation of the patient (correcting fluid bal- 
ance, anaemia, hyproteinemia, avitaminosis) one 
should have more courage to attack those hopeless 
cases which are otherwise doomed to die. 
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The Role of the Anaesthetist in Massive 
Peptic Haemorrhage 
Marjorie Bennett, M.D. 

The successful handling of the bleeding ulcer 
case treated surgically is one of the most difficult 
problems that confront the anaesthetist. 

The patient is in a state of severe anaemia 
and often in shock. If chronic ulcer symptoms are 
present or if the patient is treated medically for 
the first hemorrhage and brought to surgery at a 
second severe hemorrhage there is superimposed 
loss of weight, malnutrition, dehydration, hypo- 
proteinemia, and avitaminosis plus whatever 
pathology exists in other systems. Since surgery 
is more definitely indicated in bleeding ulcer in 
the older group of patients, cardiac disease, hyper- 
tension, impaired renal function and chronic bron- 
chitis are often found. 
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The pre-operative, post-operative and operative 
management all centre around one important 
therapeutic measure—blood replacement. Trans- 
fusion is begun on admission, before it is known 
whether surgery will be indicated. Complete 
blood count, hematocrit, plasma proteins, and liver 
and kidney tests are done. The anaemia will be 
severe, with red cells in the 2 millions and Hb in 
the 30s. In massive hemorrhage it is usual to have 
a certain amount of hemoconcentration. The 
tissue fluid which is drawn into the circulation to 
make up a blood loss does not restore the original 
blood volume, so that the total circulating Hb may 
be much less than is indicated by a red cell count 
and hematocrit. If dehydration were treated first, 
the true blood picture would be obtained. Re- 
placement then must be based on the estimated 
blood loss rather than on any one blood examina- 
tion. Much larger amounts are necessary than we 
usually imagine. In a series reported by-Stewart, 
Schaer, Potted and Massover', an average of 3,600 
ce was given. The largest amount given in those 
operated on was 9,400cc. Formerly it was felt 
that there was some danger of re-starting hemor- 
rhage if too much blood was given. There is still 
considerable disagreement about this. Although 
low blood pressure is said to promote clot forma- 
tion, slow massive transfusions will restore the 
blood pressure gradually and do not increase bleed- 
ing. The hemostatic and coagulative action of 
fresh blood is believed to be more important than 
the fallacious belief that a blood clot can be blown 
out by increased blood pressure. Nothing will re- 
place blood transfusion in massive hemorrhage. 
Plasma will raise blood pressure, restore blood 
volume, and elevate the plasma proteins but it 
should only be used, if at all, to keep the blood 
pressure at a minimum safe level of 85-100 systolic 
while blood is being prepared. Blood is the only 
substance that will replace lost Hb and restore 
the oxygen carrying power of the blood to normal. 
Hypotension and anoxia may produce lasting 
visceral damage or irreversible shock in a few 
minutes. 

Vitamin K should be given pre-operatively and 
Penicillin started. 

The anaesthetic should be given with a high 
concentration of oxygen. One cannot recommend 
a routine safe anaesthetic in all these cases but I 
think that cyclopropane and curare will be safest 
in a large percentage of cases. Regional and local 
block are recommended by Lundy? but I have 
found that a marked fall in blood pressure occurs 
after the block is given in many cases, so I hesi- 
tate to use it in a case where shock is already 
present. The same applies to spinal analgesia. 
Barbiturates cause the spleen to take up erythro- 
cytes and decrease the already low Hb content of 
the blood. Also it has been shown by Rovenstine* 


that the effect of hemorrhage on dogs anaes- 
thetized with Pentothal is more unpredictable than 
on those anaesthetized with cyclopropane, and that 
the latter gives the greatest margin of safety and 
the greatest chance of recovery following hemor- 
rhage. Curare can be used to promote relaxation, 
and if artificial or augmented respiration is ade- 
quately carried out there are no after effects. The 
main problem during the operation is to continue 
administration of blood as a resuscitative measure, 
and also to treat the surgical shock and the surgical 


. blood loss which varies from 500-1000 cc in gastric 


resection. Blood pressure, pulse, the state of the 
peripheral circulation and other clinical signs of 
impending shock or anoxia are used as a guide dur- 
ing operation, always remembering that there is an 
irreducible minimum amount of blood loss during 
operation. 

Post-operatively, restoration of the blood lost is 
continued. The clinical condition of the patient 
is watched and Hb and hematocrit estimations 
should be done every third day until these are 
near normal. 

There is always some risk connected with blood 
transfusion so the indications for its use should be 
definite, and it should not be continued longer 
than necessary. Reactions result from a variety 
of causes, e.g., chemical and physical, allergic, 
hemolytic, transmission of malaria, syphilis, infec- 
tious hepatitis. Chemical reactions have been 
eliminated by the use of plastic disposable tubing. 
Physical reactions are prevented by the careful 
technique of administration, i.e., giving it slowly 
to cardiac cases, and preventing air embolism. 
Allergic reactions are prevented by carefulness in 
the blood bank in enquiring into the allergic 
history of the donor, and the policy of collecting 
blood 6 hours or more after a meal. Prevention 
of transmission of chronic infection is also a re- 
sponsibility of the personnel of the blood bank. 
Hemolytic reaction, however, cannot be completely 
eliminated. Errors in matching may occur when 
a low titer typing serum is used. It may be weak 
or deteriorated. False positives may occur. The 
greatest source of error is, however, from clerical 
mistakes, and this can never be completely elimi- 
nated. There are at least 5 specimens to be 
labelled in the preparation of each transfusion. 
Serious reactions are usually not diagnosed till 
anuria develops and at this stage there is a 50% 
mortality. If a reaction appears, no matter how 
insignificant, the urine should be checked for pre- 
cipitated Hb and early treatment instituted, that 
is, within two hours of the reaction. Results are 
fairly good if this is done. We are extremely fortu- 
nate in having such an excellent blood bank in St. 
Boniface hospital. It is supervised by Dr. Letienne 
and Sr. Tougas, and Miss Poirier is responsible for 
the actual operation of the bank. It is possible to 
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obtain matched blood for an emergency in 20-25 
minutes in most cases. Very rarely, if difficulty 
in matching is encountered, another 20 minutes 
might elapse. The supply is kept entirely adequate. 
For anticipated needs in connection with the oper- 
ating room, an excellent system has been worked 
out. Miss Poirier inspects the OR Slate around 
the noon hour for the following day and lists all 
cases which might require blood during the opera- 
tion. Practice has made her selection quite accu- 
rate, and if in doubt, she lists the case for blood 
matching. Her staff matches blood from all these 
patients in the afternoon and the next morning 
she has a suitable amount of blood available for 
every operation where there is even a remote 
possibility of needing it. There is no service 
charge to the patient unless blood is used. This 
has been found to work very well. It spaces 
the work of the blood bank staff so that they are 
not overrun with work during the morning hours. 
It creates safe conditions for the patient, and it 
takes a load off the anaesthetists mind to know 
that blood is ready and available at a moments 
notice even in cases where he has not been able 
to anticipate its necessity. 

Let us return to the consideration of the post- 
operative course of patients who have been treated 
for hemorrhage. It will be found that the Hb 
will be lower than it mathematically should be 
even when more than adequate replacement is 
made. At the end of 24 hours, 22% of administered 
Hb has left the circulation, and after 15 days, 35% 
is missing, according to Stewart! and his associates. 
The explanation for this is not clear. No hemolysis 
occurs. It is possible that the body reservoirs of 
Hb have been called upon during the acute emerg- 
ency but that they recall Hb as soon as the imme- 
diate stress is relieved. There is also the possi- 
bility that red cells may be used to replace 
intracellular clectrolytes after the emergency is 
over, since it is known that a diuresis of potassium 
occurs with massive hemorrhage. Another ex- 
planation is that foreign blood, like foreign skin 
used for grafting, may be destroyed as a foreign 
body if given in too large amounts. Whatever the 
explanation, one still has a secondary anaemia to 
treat in the usual way during the convalescence. 
if a second crisis occurs, patients do not respond 
so well to further transfusions, no matter how 
much blood is given. 


Fluid and electrolyte balance must be restored 
by the administration of 2500-3500 cc of fluid 
daily for the first few days post-operatively. Only 


1000 ce of this shouJd contain Sodium Chloride un- 
less blood chlorides are low due to vomiting and 
then 1500-2000 cc of normal saline can be given 
daily till the blood chlorides are normal. While 
blood is still being given, the daily requirement 
of Sodium Chioride is supplied by 500 cc of blood. 
The rest of the daily intake is made up of 5% 
dextrose in distilled water, with 50-100 g. protein 
hydrolysate added until oral intake is adequate. 
The red blood cells play an important part in the 
regulation of acid-base balance. 


Urine output and concentration are watched 
carefully and signs of uraemia treated early. 

Vitamins must be supplied. Vitamin K is given 
for 3 days post-operatively. Vitamin B and Vita- 
min C are given in full therapeutic doses while the 
patient is in hospital. Penicillin is given for 4-6 
days post-operatively. 

Atelectases is watched for carefully as in all 
upper abdominal operations, and treated if neces- 
sary. Early ambulation helps to guard against 
this complication as well as to restore tone and 
morale. 


The 3rd case presented by Dr. Peikoff was one 
for which I gave the anaesthetic. This man was 
63, had just had his second massive gastric hemor- 
rhage, the first occurring 11 days before. Hb was 
33%, red blood cells were 2,180,000 and hematocrit 
was 19%. He had a septic chest, and was emaci- 
ated. He was semicomatose on the day of the 
operation. The anaesthetic course was smooth, the 
anaesthesia duration was 2 hours. 500 ce of blood 
were given immediately pre-operatively, 1350 cc 
during operation, and 500 cc immediately post- 
operatively. Blood transfusions were continued 
till the third day, and intravenous dextrose with 
vitamins was given at first and later parenamine. 
He started getting up on the second day. His 
cough was troublesome about the fourth day but 
he managed to clear his chesi without serious diffi- 
culty. Urinary output was variable but on only 
one occasion, on the sixth day, went below 600 cc. 
He was discharged on March 20 with a Hb of 66%. 
I think there was no question about the fact that 
this man was dying when he was submitted to 
surgery. Fortunately there was no permanent 
tissue damage and he made an excellent recovery. 
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Primary Extramedullary Plasmocytoma 
of the Stomach 
Report of a Case 


A. T. Gowron, M. Cohen 

Tumors consisting of plasma cells occur with 
relative frequency in the bone marrow; on the 
other hand it is with relative infrequency that 
primary extra medullary plasma cell tumors are 
reported. Reviews of the literature bear this out; 
Schridde reported the first case in 1904. The fol- 
lowing is a report of a patient treated at St. Boni- 
face Hospital in November, 1947. 

No. A-1342—Mr. F. F. 

A 57-year-old unemployed laborer was first seen 
at St. Boniface Hospital in May, 1946, complaining 
of dull epigasiric pain with occasional vomiting of 
3 years duration. Physical examination at this 
time was normal and x-rays of chest, gall bladder 
and gastro-intestinal tract were negative. Stools 
were negative for occult blood and his hemogram 
was normal except for a XXX Wassermann reac- 
tion. Questioning revealed he had acquired a 
primary lesion in February, 1946, following ex- 
posure. He was treated routinely with bismuth 
and arsenicals until May, 1947, when he was given 
10 malarial chills because of evidence of early tabes 
dorsalis. In August, 1947, he was discharged from 
the V.D. service with normal serology in his blood 
and C.S.F. In January of the same year his gastro- 
intestinal tract had been re x-rayed and found 
negative. 

In November, 1947, he returned to the gastro- 
enterology clinic complaining of epigastric pain 
and vomiting with weakness and loss of 15 pounds 
in weight in the preceding six months. The pain 
was centred in the epigastrium, not severe but 
steady, and moderately relieved by vomiting. At 
times the pain radiated to the left or right costal 
margin or through to the back. Appetite had re- 
mained good and the patient looked well. Two 
weeks previously he had vomited half a cupful of 
bright red blood, and had noticed that his stools 
were dark, but not tarry, on 2 occasions. Review 
of systems was otherwise negative. Past history 
and family history were non-contributory. 

Physical examination disclosed a greying male 
in his fifties, cheerful, co-operative and in no dis- 
tress. The only positive finding was some deep 
epigastric tenderness. Heart and lungs were clear, 
B.P., 120/80. Laboratory studies revealed: Hgb., 
105%; R.B.C., 5,040,000; W.B.C., 9,500; Polys., 62%; 
Lymphs., 34%; Eosinophils, 3%; Baso., 1%; Sed. 
Rate 10mm in 1 hour (Westergren). Urinalysis, 
S.G., 1.012, otherwise negative. Gastric Analysis 
up to 12 units free HCl and total of 33. Wasser- 
mann (blood), negative. X-rays revealed an in- 
filtrating lesion of the pylorus with 25% gastric 


residue after 4 hours. The patient was subse- 
quently transferred to surgery. 

At operation the stomach was found to be 
mobile with a fairly large mass on the greater 
curvature near the pylorus, another firm mass at 
the pylorus blending up on the lesser curvature. 
The gastro-hepatic and greater omenta contained 
many firm glands. Grossly the liver appeared 
normal. Two-thirds of the stomach was resected 
with most of the involved glands and a retro-colic 
gastro-jejunal anastomosis was done. The pancreas 
was adherent to the posterior wall of the stomach 
in several places and was injured in its removal. 
Some glands remained high up on the lesser curva- 
ture and in the porta hepatis. 

The patient had a rather stormy post-operative 
course in that he developed a left subphrenic 
abscess which was drained but continued to dis- 
charge. Barium studies revealed a jejunal fistula. 
However, this eventually closed spontaneously and 
the patient was discharged 82 days after operation. 

Pathologist’s Report: 2/3 Gastric Resection 

Gross: 2 circular lesions were present, the large 
one 4 cms across and on the greater curvature; the 
second 3 cms in diameter and at the pyloric end. 
Thickness of the lesions varied from 1.5 to 2 cms 
and cut surface is composed of pale, moist, homo- 
geneous vary colored tissue. In some areas this 
appearance was confined to the submucosa, while 
in others it had replaced all the layers completely. 
Numerous hard marble sized nodes were present 
on both curvatures and in the resected omentum. 
Cut surface cf these nodes presented the same 
vary homogeneous appearance. 

Micro: The gastric mucosa shows spotty 
atrophy and in places is completely absent. In 
these areas the gastric glands have been replaced 
by a dense mass of cells which seemed to pre- 
dominate in the submucosa but had invaded all 
layers—in places replacing the muscle and con- 
nective tissue stroma. These cells were predomi- 
nantly plasma cells showing the characteristic cart 
wheel nucleus eccentrically placed, and a few 
showed perinuclear pallor. In some areas these 
constitute 90% or more of the visible cellular ele- 
ments; the remainder are mostly mature lympho- 
cytes. This is not a carcinoma as was presumed 
from the gross, but a plasma cell tumor or plasmo- 
cytoma apparently malignant, as lymph nodes are 
invaded, and show the same appearance — being 
completely stuffed and replaced by plasma cells. 

This patient was re-checked twice since his 
discharge. His last review in May, 1949 (18 months 
post-operative) revealed: Hgb., 89%; R.B.C., 4,700,- 
000; W.B.C., 8,400; Polys., 82%; Lymphs., 17%; 
Eosin., 1%; Urinalysis, negative; Blood Proteins, 
Total, 7.1 gms.%; Alb., 4.25 gms. %. Glob., 3.85 
gms. %:; Sed. Rate, 20mm in 1 hour (Westergren); 
Bence Jones Protein, negative. 
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X-rays of skull, pelvis and long bones, negative. 

Bone Marrow, normal. 

Barium Series, normal with a properly func- 
tioning stoma. 

Weight, 135 pounds. 

Discussion 

Following Schridde’s report in 1904 other re- 
ports on extramedullary plasmocytoma began to 
appear, and in 1942 Hellwig published his excellent 
review on the subject summarizing 128 cases and 
bringing them into English print. Of these 64 
were located in the upper respiratory tract, 47 in 
the conjunctiva, 4 in lymph nodes and 13 in other 
organs (pleura, mediastinum, spermatic cord, thy- 
roid gland, ovary, intestines, kidney, skin and 
mouth). No case of primary plasma cell tumor of 
the stomach had been reported, but Brown and 
Liber cited the report by Vasiliu and Popa of a 
case with multiple ulcerated nodules in the mucosa 
of the stomach and intestines. In 1946 Schwander, 
Estes and Cooper and also Couret of New Orleans, 





each reported a case originating in the stomach. 
In addition another 5 cases in sites other than the 
stomach were published independently. Thus 135 
cases have becn reviewed and in only 3 instances 
has this disease been found involving the stomach. 

As Hellwig has pointed out in his review it is 
often difficult to make a positive differentiation 
between actively proliferating chronic inflamma- 
tory cells and plasma cell tumors—for they do 
indeed have a histologic resemblance. This is par- 
ticularly true of non-metastasizing plasmomata 
where the granulomatous appearance is at times 
very marked. The histologic method therefore is 
highly unsatisfactory and not to be relied on too 
heavily. It has been stressed by Couret and Hell- 


wig that the gross characters of the tumor are 
often of more use in proper evaluation of its true 
nature. In the case presented here the widespread 
involvement of the regional nodes can leave little 
doubt as to whether the primary growth was 
benign or malignant. However, it cannot be denied 
that the recognition of a plasmoma rests finally on 
the microscopic identification of plasma cells as 
the characteristic elements of the tumor. To this 
end (although there was general agreement among 
the pathologists locally) tissues and sections were 
forwarded to the Pathology Section of the American 
Cancer Institute. Their reports were confirmatory 
—that the plasma cells were actually tumor cells 
and constituted over 90% of the cells in most areas 
with the remaining cells being mostly lymphocytes. 

Although the origin of the plasma cell is dis- 
puted, Michel’s review is a fine source of informa- 
tion. It is to Ramon-y-Caja! that we owe the first 
accurate description of this cell which in 1890 he 
called the “cianophil cell.” He encountered it in 


syphilitic condyloma. In 1891 Unna saw the same 
cell in lupous lesions and termed it “plasma cells.” 
In 1895 Marschalko made extensive observations 
on normal, pathologic and experimental material, 
and he put forth four criteria as essential for the 
cytologic diagnosis of plasma cells. These are (1) 
abundant cytoplasm of round, oval or polygonal 
form without specific granuloplasm; (2) eccentric 
position of the nucleus; (3) paranuclear pallor; (4) 
the arrangement of relatively large chromatin 
masses within the nucleus so as to produce the so- 
called “cartwheel nucleus.” This cartwheel or 
clockface appearance is extremely well marked in 
the sections of this case. As mentioned, the para- 
nuclear pallor was noted in some areas; no Russell 
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bodies were seen in our sections but unfortunately 
staining according to Pappenheim’s technic was 
not done as the tissue had not been fixed in 
alcohol. The presence of lymphocytes may or may 
not confirm the hypothesis that plasma cells are 
derived from them. Indeed it is their occasional 
abundance in many plasmomata that leads many 
to consider them as a form of lymphoma or lympho- 
sarcoma. 

In 1922 Maximow showed that in explants of 
lymphoid tissue plasma cells would develop in the 
course of 2 days. On this basis he contended that 
plasma cells are derived from emigrated blood 
lymphocytes as well as pre-existent tissue lymph- 
cytes. He stated that, wherever an aggregation 
of lymphocytes occurs, there likewise may be met 
a varying proportion of plasma cells with tran- 
sitional stages from lymphocytes. In the inter- 
stitial tissue of the glands, the tonsils, the liver 
and kidney, in the reticulum of lymph nodes and 
in the bone marrow, plasma cells have been shown 
to be normally present. In 1945 Lowenhaupt, by 
studying cas_s of multiple myeloma, concluded 
that plasma cells arise from tissue histiocytes, 
spleen and lymph nodes. However, until universal 
agreement is reached on this point it might be 
better to use Masson’s terminology “plasmocytic 
sarcoma” to differentiate it from lymphoblastic 
sarcoma. Sections of this case subjected to silver 
impregnation showed a delicate recticulum present. 

No proven function has been ascribed to plasma 
cells, but it has been suggested from time to time 
that they are phagocytic in nature and Schaffer 
contended from their frequency wherever nuclei 
were being destroyed, that their formation is due 
to local absorption of chromatin material and they 
help remove cellular metabolic products. 

Plasma cells are usually present to some de- 
gree in chronic pyogenic and granulomatous 
lesions. Tuberculosis, syphilis, encephalitis, tra- 
choma and subacute gonococcic infection are the 
most important conditions accompanied with an 


increase in plasma cells. In the above case the 
Wassermann had been positive for approximately 
6 to 8 months during his illness. The etiologic re- 
lationship is perhaps open to question. However, 
this man actually antedated his gastric complaints 
by 3 years, and these tumors may have a duration 
of ten years or more before metastasizing. Then, 
too, the lymph node involvement seems to leave 
little doubt as to the malignancy of the lesion. As 
pointed out by Hellwig and others, a minimum 
of 5 years must pass before one can consider the 
possibility of a cure. 
Summary 

A vase of primary extra-medullary plasma-cell 
tumor arising in the stomach is presented and some 
of the aspect of this type of neoplasm are dis- 
cussed. Plasma-cell tumors may arise in almost 
any situation in the body and may behave clinically 
as simple benign growths or as a neoplasms of the 
most malignant type. To regard their prognosis in 
the extra-medullary foci as the same as that of 
multiple myeloma, is as unjustified as the opposite 
view that these tumors are as a rule a non cancer- 
ous process. True, they usually begin as benign 
mucous membrane lesions, but observations over 
long periods show that ultimately they metastasize 
and often with no histologic change. It is for this 
reason that the gross appearance of any resected 
specimen has often greater clinical import than 
the microscopic diagnosis. Therapeutically one 
may feel safe in concluding that as long as the 
plasma cell tumor is localized and confined to non 
osseous tissues, a clinical cure may be effected by 
surgical removal or irradiation or both. 
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Abstract 


Pentothal-curare Mixture with Endotracheal 
Nitrous Oxide and Oxygen in Infants 
Christine Furman Webster and Frederick H. Van Bergen, 
Bulletin of the University of Minnesota Hospitals and 
Minnesota Medical Foundation, xx :525-, May 6, 1949 

These authors point out that none of the general 
anaesthetics has been entirely satisfactory for 
babies. Twenty-seven operations were conducted 
using pentothal-curare-nitrous oxide and the re- 
sults were very encouraging. 

Comparison of anaesthetic agents is made, and 
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Edited by R. G. Whitehead, M.D. 


it is found that an infant anaesthetized by Baird’s 
solution and Nitrous Oxide, if intubated and aug- 
mented respiration carried out when necessary, 
will have minimal physiological disturbances. The 
oxygen supply and carbon dioxide clearance are 
good, dead space is decreased, vomiting is slight, 
minimal alkalosis occurs, recovery is prompt, long 
operations and those requiring maximum depth 
of anaesthesia and relaxation can be carried out, 
and induction is rapid and easy. 

Ether, in contrast, causes marked vomiting, 
acidosis, slow recovery, slow difficult induction, 
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increased respiratory rate, poor carbon dioxide 
clearance and increased dead space. Intubation 
decreases the dead space, but augmented respira- 
tion is dangerous with ether. Cyclopropane com- 
pares favorably with Baird’s and Nitrous Oxide, 
but there is more vomiting, minimal acidosis, re- 
laxation is only fair, and bradycardia and 
arrhythmias occur in some cases. Intubation is 
necessary here also, to cut Gown dead space. 

The main disadvantage of the pentothal-curare 
anaesthetic is the necessity for a cut-down in 
infants. Also, a trained anaesthetist is required. 
Any trauma resulting from the intubation would 
also be a factor in the use of other agents, for only 
very short cases should be conducted with a mask, 
having a tube ready for immediate use. 

Pentothal is a potent hynotic but lacks analgesic 
power and does not produce muscular relaxation, 
nor does it affect the vomiting centre, the liver, 
kidneys, heart, total blood carbon dioxide, bleed- 
ing and coagulation time, or the white blood cells. 
It increases the laryngeal reflex, constricts the 
bronchioles, dilates the spleen, depresses the 
smooth muscle of blood vessels and is prone to 
produce a fall in blood pressure. Pentothal mod- 
erately decreases minute respiratory volume and 
intracranial pressure. Destruction occurs largely 
in the liver, but there is a cumulative action since 
one of its degradation products is pentobarbital. 

Curare produces muscular relaxation, probably 
by raising the threshold to acetylcholine and de- 
pressing the myoneural junction. Hemodynamic 
disturbance is minimal other than a mild hyper- 
glycemia. The diaphragm is the last muscle to be 
affected. It produces no appreciable change in 
smooth or cardiac muscles. Curare is partially 
destroyed by the liver and is excreted by the kid- 
neys. 

Nitrous oxide is an analgesic at a concentration 
of forty per cent or more, is not altered within the 
body and has little or no physiological effect it 
anoxia is avoided 

Procedure: Dehydration is corrected pre-ope} 
atively by a solution of 1/3 saline and 2/3 5% 
glucose in distilled water. 5% Butler’s solution 
may also be used. A cut-down is done using 
polythene tubing, and fluids are dripping when 
the baby arrives in the operating room. Food and 
fluids are withheld for at least four hours. Small 
amounts of morphine and scopolamine are given 
one hour pre-cperatively, the younger ones receiv 
ing only scopolamine. In the case of head injuries, 
codeine is substituted for morphine. One-half c.c. 
doses of Baird’s solution are administered intra- 
venouslyv every three minutes until the patient is 
asleep. Then 100% oxygen is started by mask. 
Injection of Baird’s is continued at the same rate 
till breathing is almost entirely diaphragmatic 
Intubation is then carried out and assisted respira- 


tion initiated using a flow of 500 each of nitrous 
oxide and oxygen in a semi-closed system with 
soda lime. 

Very little additional Baird’s will be needed, and 
it is discontinued well before the termination cf 
surgery. Oxygen and helium are used to hyper- 
ventilate the lungs at the end of the operation, and 
the tube is removed when reflexes return. Mouth, 
pharynx and trachea are suctioned before remov- 
ing the tube. 

In this series ages varied from five weeks to 
thirty-four months. The largest amount of Baird’s 
solution used was 15 c.c. and the operations varied 
from fifteen minutes to four hours and fifty 
minutes. : 


Abstract 


The Effect of Various Surgical Positions 
on Vital Capacity 


Evely H. Case and John A. Stiles, Anesthesiology, 7: 29-31, 
January, 1946 


Vital capacity was measured in this study in 
thirteen operative positions using twenty-six ambu- 
latory subjects ranging in age from 22 to 78 years. 
The following readings were obtained after keep- 
ing the subject for three minutes in each position: 

85% 90% 95% 100% 





Sitting 
Reverse Trendelenburg 








Dorsal 

Prone With Support 
Left Lateral 

Prone Without Support 
Right Lateral 

Gall Bladder Rest 
Jack Knife 

Right Kidney 
‘Lrendelenburg 

Left Kidney 


Lithotomy 
































If a decrease of vital capacity is noted in a 
matter of three minutes in these positions, it may 
be assumed that maintenance of these positions 
over extended periods must produce greater 
changes in the same direction. With an anaes 
thetized patient, voluntary effort is lost and even 
more profound changes in exchange of gases could 
be expected. 

This study shows that the most unfavorable 
positions for patients on the operating table, as 
far as interference with vital capacity is concerned, 
are Trendelenburg, lithotomy and those in which 
rests are used. From this we conclude that patients 
operated in these positions should remain unde! 
anaesthesia the least amount of time commensurate 
M. R. Bennett, M.D 


with good surgery. 
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CANCER 
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Edited by D. W. Penner, M.D. 


Carcinoma of the Stomach 
A Statistical Summary* 


George R. Burland, M.D.; 

I. Incidence 

Cancer, next to cardiovascular disease, is the 
commonest cause of death in this country. There 
are approximately 150,000 cancer deaths annually 
in the United States and of these, one-third to one- 
sixth are due to cancer of the stomach. Livingston 
and Pack! in 1939, stated that approximately one- 
third of malignant tumors are located within the 
stomach and that there were more deaths from 
cancer of the stomach than from all malignant 
tumors of lip, tongue, cheek, tonsil, pharynx, 
larynx, salivary glands, thyroid, male and female 
breasts, ovaries, uterine cervix and corpus uteri 
combined. In Lummerichs’ series of 10,566 autop- 
sies (1936)? among women between 40 and 70 
years of age, one in twenty deaths was due to 
gastric cancer and in men, one in twelve. However, 
in recent years the proportion of neoplasms in 
other sites has increased and the foregoing figures 
are higher than those of the present time but they 
serve to emphasize the high incidence. 





Table 1 
Incidence of Gastric Carcinoma 
Percent of all Malignant Tumors 25% 
Sex Incidence 70% males 
Age Incidence 50 - 70 
average 60 











Levin® estimated that of every one thousand 
persons examined at the age of 65, one case of 
carcinoma of the gastro-intestinal tract could be 
found. 

The incidence of gastric cancer varies in dif- 
ferent countries. For example, in Norway, a fish 
eating country, 74% of the total cancer death rate 
is due to cancer of the stomach (Ewing)?. 

Males are affected two or three times more 
commonly than females. The majority are found 
between the ages of 50 and 70 with the average 
age of onset being about 60 years*. About 5% of 
carcinomas of the stomach occur under the age 
of 40°, 

II. THE DISTRIBUTION 

The distribution within the stomach of carci- 
noma is given in Table 2. In 837 cases analyzed 
by Oppolzer* 54% of neoplasms were located in the 
pre-pyloric region, 30% in the pars media, includ 
ing the lesser curvature, 7% at the cardia, 2% on 


“From Dept. of Pathology, Winnipeg General Hospital 
jFellow in Surgery, Winnipeg General Hospital 


the greater curvature, 7% being of the linitis 
plastica type. A lesion at the pylorus has about a 
65% chance of being cancer and one on the greater 
curvature is almost invariably malignant. 





Table 2 


Distribution of Carcinoma Probability of Carcinoma in 
of the Stomach Lesions in the Following 


Pre-Pyloric 54% Sites 

Lesser Curve 30% Pyloric 65% 
(Pars Media) Lesser Curve 10% 

Greater Curve 2% Greater Curve 100% 

Cardia 7% Ant. and Post. Wall 20% 

Linitis Plastica 7% Pyloric Ring 10% 











The great preponderance of malignant tumors 
of the greater curvature was emphasized by 
Mathews" who in 1935 collected only 24 definite 
benign ulcers at this site in the entire medical 
literature. 

III. Types of Gastric Tumors—Benign 

ond Malignant 

The vast majority of tumors of the stomach are 
carcinomas. About 2% are sarcomas of which 
about one-half are lymphosarcomas, the remainder 
being fibrosarcomas, myosarcomas, and angiosar- 
comas. The incidence of benign tumors depends 
upon the diligence of the search at autopsy and 
ranges between the 4% of Balfour’ and the 23% of 
Stewart’. The commonest benign tumors are 
leiomyomas and polyps. 





Table 3 


Relative Frequency of Gastric Tumors 


Carcinoma 75 - 94% 
Sarcoma 2% 
Benign Tumors 4 - 23% 





IV. Size of Carcinoma 

In a series of 4,000 gastric cancers studied at 
the Mayo Clinic only 8% of resected cancers were 
smaller than 2.5 cms®. Thus while a lesion undet 
2.5 cms in diameter is most likely benign, this fact 
is by no means diagnostic. 


V. Symptoms 

Progressive dyspepsia and a general decline is 
present in about 60% of the patients. Long stand- 
ing indigestion in 25% and ulcer symptoms (food 
ease and hunger pains) in 30%. Irregular symp 
toms such as progressive decline without distress, 
gastric hemorrhage, vomiting from acute pyloric 
obstruction and atypical attacks occur in about 
10% of patients'®. Pain occurred in 93%, jaundice 
was present in 23%, and hematemesis occurred in 
9%, of the 444 cases of Abrahamson and Hinton!'. 
It is interesting to note that in the Mayo Clinic 
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report 80% of patients with gastric cancer im- 
proved on an ulcer regime!*. This would seem to 
be an important factor in any delay of treatment. 

The average duration of symptoms before diag- 
nosis in Lahey’s operable group was 8.1 months, 
while in the inoperable group it was 8.5 months". 
Both Lahey and Anschutz!‘ felt that duration of 
symptoms played no perceptible role in the possi- 
bility of removal of the tumor and cure. 

Ewing‘ divides symptoms and signs into early 
and late. Early symptoms and signs being gastric 
distress after eating, loss of flesh, regurgitation, 
occult blood in stomach washings or stools and 
radiographic changes. 





Table 4 
Symptoms of Gastric Carcinoma 
Pain 93% 
Longstanding Indigestion 25% 
Ulcer Symptoms ‘ 30% 
Irregular Symptoms 10% 
Jaundice .-- 23% 
Hematemesis : ‘ 9% 
Improve on an Ulcer Regime 80% 











It is pertinent to note here that a significant 
number of gastric carcinomas are diagnosed 
erroneously when first seen. Of the 277 cases 
of lesions of Allen'® which were thought to be 
benign, 14% were eventually carcinomas. Similarly 
of 146 gastric ulcers treated medically in the series 
of Judd and Priestly’* 10% were subsequently 
proven to be carcinoma. 


VI. Laboratory Findings 

In a gastric analysis of 1,315 patients over the 
age of 50, Niazi'? found that 85% of 50 patients 
with gastric carcinoma had achlorhydria after his- 
tamine and 5% had hypochlorhydria (under 30 
units); in the 906 cases without neoplasm 36% were 
achlorhydric and 23% hypochlorydric; and in the 
337 patients with extra-gastric neoplasms, 30% 
showed achlorhydria and 25% hypochlorhydria. In 
this group 13 patients had gastric polyps and 100% 
of these cases were achlorhydric. 

Hypoproteinemia occurs in 59% of cases and 
anemia in 70%. Ariel did not think that ingestion 
of deficient diets and chronic blood loss were 
sufficient explanation for the high incidence 
noted!*. In 16% of cases blood was present in 
the gastric contents". 

The roentgenographic error in diagnosing 
malignant lesions of the stomach is as low as 





10%°. Gastroscopic error is about 17%". 
Table 5 
Laboratory Findings 
Achlorhydria 85% 
Hypoproteinemia 59% 
nemi 10% 
Blood in Gastric Contents 16% 
Roentgen Accuracy 90% 
Gastroscopic Accuracy 85% 








VII. The Incidence Associated With Pernicious 
Anemia and Gastric Polyposis 

The incidence of carcinema of the stomach in 
pernicious anemia varies in different series from 
0.6% to 12% at autopsy and from 1.8% to 8% in 
living patients with pernicious anemia. There is 
a marked increase also in the incidence of benign 
gastric polyps associated with pernicious anemia. 





Table 6 


Pernicious Anemia and Carcinoma 
of the Stomach 


Number of Incidence of 
Author Cases Carcinoma Polyps 

Autopsy Studies: 

3rown* 151 0.6% 8% 

Kaplan?! 293 12% 
Clinical Studies: 

Jenner* 181 4% 

Rigler“* 211 8% 

Wilkinson™ 1532 18% 











Jenner“? calculated the incidence of carcinoma 
of the stomach in patients with pernicious anemia 
to be twelve times greater than that of the rest 
of the population at the same age. 

Wilkinson** in a recent report implies that there 
is some relationship and that the only obvious 
etiological factor common to both is the achylia 
gastrica usually associated with chronic gastritis. 
His figures suggest the necessity for regular and 
frequent examination of all patients with per- 
nicious fnemia. Jennings" suggests that from five 
years after diagnosis there is little or no increased 
incidence. 

In Pearls 37 cases of gastric polyposis, 50% 
showed evidence of malignent change?'. In other 
series the incidence of carcinoma in gastric poly- 
posis is found to be around 25%. 

The relationship of chronic gastric ulcer to 
carcinoma is controversial and a discussion is be- 
yond the scope of this paper. Suffice it to say 
that most authors believe that at least some car- 
cinomas arise in pre-existing benign ulcers. The 
same is true of chronic gastritis. 

VIII. Spread 

The spread of carcinoma of the stomach is given 

in Table 7. 





Table 7 
Spread of Carcinoma of the Stomach 
Local: 
In stomach To liver, diaphragm, transverse colon, 
pancreas, gastro-splenic ligament to hilus of spleen, to 
duodenum, esophagus and omenium 
Lymph Nodes: 


Involved in surgical specimens 75% 
Involved at autopsy 90° 
Supra-clavicular at examination 4” 


Metastatic: 
Distant at Autopsy: 


Liver 10% 
Peritoneum, omentum and mesentery 43% 
Lungs and pleura 33% 
Bones 11% 
Ovaries 14% 
Supraclavicular and Cervical Nodes 8% 
Pharynx . 4”, 
Thyroid 3% 
Umbilicus and Subcutaneous tissues 2% 
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It is interesting to note that in 25% of Castle- 
man’s*® surgically resected cases, there was local 
spread to the duodenum (pyloric carcinomas). The 
figures of Coller?* are similar. These figures would 
seem to be much higher than seen in surgically 
resected specimens at this hospital. 

Lymph nodes are involved in about 75% of 
surgical specimens?*. In 210 cases observed by 
Lange“, 4% had involvement of the left supraclavi- 
cular nodes. In autopsies on 143 consecutive cases 
of untreated gastric carcinoma, 90% showed lymph 
node metastases, other metastatic lesions being 
found in the liver (70%), in the peritoneum, 
omentum and mesentery (43%), in the lungs and 
pleura (33%), in bones (11%) and ovaries (14%)?? 
Most ovarian metastases are bilateral'*. 

IX. Operability 

That a palpable mass is not a contra-indication 
to surgical treatment is well shown by Lahey! 
who found that 28% of his patients with a palpable 
mass were resectable. Forty-five per cent of his 
inoperable cases had a palpable mass. Eighteen 
per cent of Stout’s 143 cases*? were theoretically 
operable at autopsy, that is the cancer was limited 
to the immediate vicinity of the stomach. The 
1907-1936 group in table 8 are from the study of 
10,890 cases of carcinoma of the stomach seen at 
the Mayo Clinic in this period". 








Table 8 
Operability of Gastric Cancer 
Operable with palpable tumor _..._. a 
Operable at autopsy - se .. 18% 
Operability at time of diagnosis: “1907-1936 1936-1945 
Inoperable ___.. . 43% 24% 
Exploration only piaieaaatticeaen 22% 15% 
Palliative pumenmnndh , 10% 9% 
Resectable - *s a 25% 52% 








However, during the past few years the oper- 
ability and hence the curability has been taking 
a gradual change for the better and in the period 


1936 to 1945 at the University of Minnesota Hos- 
pitals 76% of 586 patients were operable, 52% 
being resectable and 9% having some palliative 
procedure?*. Reports from other centres give even 
higher figures. It must be remembered, however, 
that these series are from large centres to which 
patients are referred and cases are, therefore, to 
some extent selected. The actual overall oper- 
ability statistics are probably slightly lower. 
X. Macroscopic Grading 

The classification of Borrman, which has been 
widely adapted, is given in Table 9. The diffuse 
infiltrating type infiltrates the stomach wall for 
variable distances without definite limitations of 
its margins and includes the linitis plastica type. 
The end results of operation in types 3 and 4 are 
unfavorable?”. 








Table 9 
Macroscopic Grading of Carcinoma of Stomach 
1. Polypoid - 2.9% 
2. Non- -infiltrating ‘carcinomatous ulcer including 
carcinoma in situ - . 17.6% 
3. Infiltrating carcinomatous ulcer 16.3% 
4. Diffuse infiltrating type _. ; 63.2% 








XI. Prognosis of Carcinoma of the Stomach 

The general prognosis with the operative mor- 
tality is given in Table 10. The literature is large 
and an attempt is made to present representative 
statistics. 

The trend towards higher operability and sur- 
vival rates with lower operative mortality rates 
and the recognition of the value of palliative 
surgery has been steady and progressive during 
the past decade. However, the overall prognosis 
is still gloomy. Many patients still die without 
diagnosis, others reach hospital in terminal stages 
and others when explored cannot be resected. In 
1939 Livingston and Pack estimated that the sal- 
vage rate in patients with gastric cancer was less 


Table 10 
Prognosis of Carcinoma of the Stomach 
(References for these statistics are to be found in text) 














Without treatment, after diagnosis Average duration of life- 
6 months to 1 year 
. Survival 
Operat we j. éi = = 
Mortality ; year | 2 years 
, Exploratory 4% 10% | 2% 
With Palliative aa a -- —— —- -—-~- ——— — 
operation Gastro-enterostomy.. 12% 23% | 6% 
ap : 4 ? * | < 
Gastric Resection... 20% 44% | 21% 
Operative Mortality 5 Year Survivals 
Partial Total Partial | Total 
— -_ . 7 | 
, re 
Curative 1890- 1939 "1936- 45 to 1943 1943-47 
0 — — 20-25% | 5% 
2907, 1 50, 37% 0-28% 
3%- 50%, Minus Av. 8% 
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than 2%'. This figure has been raised, but not too 
significantly. At the University of Minnesota Hos- 
pitals 6.6% of the total number of patients (328) 
seen between 1936 and 1941 survived five years?*. 
The average survival expectation of a total of 1,405 
cases of cancer of the stomach was 27.4% of the 
normal expectation in a recent report from Eng- 
land’. 

The average length of survival without opera- 
tion is six months te one year after diagnosis, 
giving an average natural history of approximately 
twenty months. In over 90%, definite symptoms 
have been present for six months or over at the 
time of diagnosis*’, usually eight to twelve months. 

Twenty-three per cent of patients having pal- 
liative gastro-enterostomy (mortality 12%) live 
one year and 6% live two years"!. The average 
length of life following this procedure is six 
months'!, not much difference from those having 
no treatment. Forty-four per cent of patients hav- 
ing palliative gastric resection live one year, 21% 
live two vears*!. Palliation achieved by resection 
averages from 15 months"? to 22 months**. Pal- 
liative surgery gives the only chance in many 
patients of relieving distressing symptoms and pro- 
longing life. 

The operative mortality in the 14,000 cases of 
partial gastrectomy collected by Pack and Living- 
ston! in 1939 averaged 29%. The range was from 
3 to 50%, in various clinics. The present mortality 
is under 15%** and many centres report a mor- 
tality of under 5%**. In the 303 total gastrectomies 
collected by Pack and McNeer in 1943** the oper- 
ative mortality was 37% and 5% survived five 
years. Present day mortality ranged from 0 to 
28% in the group of small series (Horsely, Sweet, 
Longmere, Jones and Kehm, Moreland and Halli- 
gan et al) collected by Halligan in a the mor- 
tality of the total of 52 cases being 8%’ 

The five-year survival rate Se resection 
reported by many clinics is from 20-25%. 

Many factors influence the prognosis. In gen- 
eral the older the patient the better the chance 
of survival. Those without lymph node metastases 
at operation have a much greater chance for a 
five-year cure (up to 45%) than those with node 
involvement (17%)'*. In the superficial infiltrat- 
ing type there are about 50% five-year survivals, 
while the outlook for the linitis plastica type is 
exceedingly poor’. 

XII. Radiation and Gastric Carcinoma 

About 90% of carcinomas of the stomach are 
radio-resistani. Although palliation has been oc- 
casionally obtained, thus far (1941) no patient with 
gastric carcinoma without surgical excision has 
survived for three years under any form of irradia- 
tion treatment (Livingston and Pack 1941)!". 
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Treatment of Neurosyphilis 


T. A. Pincock, M.D. 


It has been conservatively estimated that 10% 
of untreated cases of syphilis develop neurosyphilis. 
Poor and inadequate treatment in the early stages 
of the disease is said to be worse than no treat- 
ment and to lead to an increase in the incidence 
of neurosyphilis. With standard treatment the 
incidence of neurosyphilis is reduced to a very 
small figure and with adequate treatment, which 
implies treatment until a positive spinal fluid is 
reversed, dementia paralytica and tabes dorsalis 
should be eliminated. 

In the early nineteen twenties, only 25% of 
cases of neurosyphilis entering the psychopathic 
hospital were returned to the community with the 
disease arrested at a stage where the patient was 
socially acceptable, or economically efficient. The 
remaining 75% were hospitalized for continued 
treatment at Brandon or Selkirk, where the ma- 
jority remained until death. 

In 1932, we made a survey of sixty consecutive 
cases admitted in the previous ten-year period. 
Of these sixty cases, the records revealed that 
only 15 cases or 25% had been discovered before 
admission to hospital. and of these 15 cases, only 
two had received what, even at that time, could 
be considered adequate treatment. Some had re- 
ceived Mercury inunction only, and others medi- 
cinal baths or potassium iodide or a single series 
of six injections of “606.” 

The incidence of admissions of late neuro- 
syphilis to psychiatric hospitals in Canada has 
fallen off somewhat in recent years. This is due 
to several factors including: 

(1) Early discovery of syphilis through more 
frequent use of routine blood Wassermann tests in 
some hospitals and private practice. 

(2) More intensive and prolonged treatment in 
General Hospital and private practice. 

(3) Availability of Anti-luetic drugs, independ- 
ent of patients ability to pay for same. 

(4) Improvement of the drugs on the market. 

(5) Introduction of penicillin in treatment of 
early syphilis. 

(6) Better follow-up care. 

It has been long known to us that spinal punc- 
ture should be performed in every patient with 
syphilis, and before a patient is discharged from 
observation in all cases of treated primary or 
secondary syphilis. Merritt states that if the 
Spinal Fluid is entirely normal two or more years 
after the primary infection, there is little likeli- 
hood of the patient’s ever developing serious or 
disabling symptoms from the infection. 


The figures issued from Ottawa indicate that 
first admissions to mental hospitals in Canada due 
to neurosyphilis during the years 1932 to 1940, 
remained fairly constant with the exception of the 
year 1934, which showed an exceptionally high 
rate for some unexplained reason. In the first 6 
years of the present decade the decline in admis- 
sions due to late neurosyphilis has been steady. 


Canadian Psychiatric Hospitals 


Total First Cases of 
Year Admissions Neurosyphilis 
1932 : 5774 5.6% 
1933 5858 6.1% 
1934 ; 6403 7.5% 
1935 6932 5.9% 
1936 7594 5.4% 
1937 7519 5.7% 
1938 7612 5.6% 
1939 7533 5.9% 
1940 6987 5.4% 
1941 7064 4.7% 
1942 7247 5.2% 
1943 7354 5.1% 
1944 7591 4.8% 
1945 7664 4.3% 
1946 8437 3.9% 


A classification of neurosyphilis which was 
adopted in Military practice in the United States 
Army, is as follows: 

(1) Meningeal 

(a) Symptomatic (uncommon). 

(b) Asymptomatic; no apparent symptoms; 
positive spinal fluid—always present before 
parenchymatous involvement. 

(2) Vascular syphilis. 
(3) Parenchymatous. 

(a) Tabes dorsalis. 

(b) Dementia Paralytica. 

(c) Primary Optic Atrophy. 

Merritt, who uses this classification, points out 
that it emphasizes the pathological process, which 
is the cause of the symptoms, and that it must be 
remembered that none of these three categories is 
mutually exclusive. 

The drugs used in neurosyphilis are the same 
as those used for syphilis elsewhere in the body, 
viz., the trivalent arsenicals such as arsphenamine, 
neoarsphenamine, and mapharsan, in combination 
with heavy metal, usually bismuth. In addition, 
however, tryparsamide, penicillin and fever ther- 
apy have their advocates. 

Preliminary reports indicate that penicillin has 
a favorable effect upon the less serious forms of 
neurosyphilis, i.e., the meningeal or vascular types, 
but there is considerable disagreement as_ to 
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whether penicillin is effective in arresting the 
degenerative process in the cerebral cortex of a 
case of paresis; e.g., O’Leary states that he has 
not seen a frank remission of symptoms in 
Dementia Paralytica when treated with penicillin 
alone. Other workers differ. Stokes has claimed 
good results with penicillin alone in the disease, 
yet he believes that penicillin is still outranked by 
malaria because the follow-up periods are too short 
to substantiate claims of arrested disease. Eagle 
has demonstrated that the treponemicidal effect 
of penicillin in vitro, is enhanced by elevation of 
temperature. Most investigators have employed a 
total dose of 4-10 million units within a period of 
10-30 days. 

Until it has been proven effective, we prefer 
to combine penicillin with malarial therapy and 
tryparsamide, marphasen and bismuth. The routine 
which we follow at the Psychopathic Hospital is: 

(1) Careful physical examination with special 
reference to the cardiovascular, renal, pulmonary 
and nervous systems. 

Urinalysis, Haemoglobin and red cell count, 
X-ray of lungs and heart. E.K.G. if indicated and 
the patient co-operative. 

It is necessary to proceed cautiously with peni- 
cillin where aoritis is suspected. 

2. Penicillin. 

(3) Inoculation of 5 c.c. of malarial infested 
blood by direct transfer if convenient. Blood should 
be citrated if transportation is necessary, and also 
iced. 

(a) Record temperature, pulse and respiratory 
rates every four hours until first chill, every hour 
or half-hour during the rise of fever, and every 
four hours between chills. 

(b) Give sponge for fever over 105° F. 


(c) Make blood pressure recordings once daily 
during the height of the fever and also after fever 
subsides. 

(d) Use Ephedrine Sulphate %-1 gr. every 6 
hours, if systolic pressure drops below 100 mm of 
mercury. 

(e) Examine urine every 2-3 days. 

(f) Determine haemoglobin and red cell count 
at least once a week. 

(g) Watch the spleen and liver for enlargement. 

(h) Force fluids, milk, cream, fruit juices, and 
encourage patient to eat between chills and to be 
ambulant. 

(i) Secure 10-12 rises of temperature above 
102° F. 

(j) Terminate fever with Quinine grs. X t.i.d. 
for 3 days, and after a week’s interval repeat the 
same dosage for three days. 

Indications for termination of the fever are 
jaundice, rapidly falling R.B.C. count and 
haemoglobin, persistent low B.P. below 90 systolic. 


Outline treatment following Fever and Penicillin 
treatment as per ward instructions. 


General Paresis 


1. Mapharsen and Bismuth __..._.. 8 weeks 
2. Tryparsaniide CSS weeks 
3. Tryparsamide and Bismuth _....__.. 10 weeks 
Spinal Fluid examination 
4. Tryparsamide ee 
5. Tryparsamide and Bismuth _....._.. 10 weeks 
Dosage 
Mapharsen— 
Male—First Dose _. . .03 gms. 
Subsequent .06 gms. 
Female—First Dose .02 gms. 
Subsequent .04 gms. 
Tryparsamide— 
First Dose .. 1 gm. 
Second Dose : 2 gms. 
Third Dose 3 gms. 
Bismuth— 


2 ec. intramuscularly 
Patient must have eyes examined before start- 
ing Tryparsamide series. Visual fields repeatedly 
examined, if any blurring. 
We have admitted 51 cases of late neurosyphilis 
to the Winnipeg Psychopathic Hospital in the years 
1943-1947. Percentage of lst Admissions: 


1943 3.03% 
1944 : a 1.69% 
1945 a Oe 
1946 : 1.1 % 
1947 2.7 % 


Average annual 2.72% of total first admissions. 

Disposal of cases (51); 25 cases were paroled to 
relatives, to their own control cr placed in other 
than custodial environment. 24 were transferred 
to Brandon or Selkirk Mental Hospitals for con- 
tinued care and of these 10 were subsequently 
paroled, making a total of 35 (68.6%) of the 51 
cases who were released from custodial care. There 
were three deaths. 

It will be noted that I have said little about the 
treatment of jorms of neurosyphilis other than the 
late parenchymatous. 

In Meningeal Syphilis, the treatment is directed 
to relief of symptoms and prevention of the more 
serious and disabling forms of the disease. Treat- 
ment in the form of Mapharsen and Bismuth con- 
tinued for a vear or one and a half years is indi- 
cated. If the Cerebro-spinal fluid is still abnormal, 
Malaria and tryparsamide are indicated. 

In Vascular Neurosyphilis, the treatment is 
similar to meningeal neurosyphilis, if the symp- 
toms develop early in the disease. 

If the signs and symptoms occur many years 
after the original infection with a complication of 
arteriosclerosis as is often the case, the treatment 
is modified. The most that can be expected from 














September, 1949] 


The Manitoba Medical Review 475 





treatment is prevention of further cerebral acci- 
dents. More reliance is placed upon heavy metals 
—weekly injections of bismuth for 20 weeks, fol- 
lowed by mapharsen for a similar period of injec- 
tions and alternating Bismuth and mapharsen in 
courses until one year or 1% years-2 years. 

Tabes Dorsalis—Improvement can be expected 


in a large percentage of cases. The disease can 
be arrested at the point discovered. Pains, gastric 
crises may persist for years. Trivalent arsenicals 
and bismuth. Fever therapy is not as valuable 
here as in Dementia Paralytica, but can be used 
where tryparsamide is contra-indicated by presence 
of optic atrophy. 


LABORATORY NOTES 


. we 2 fF ee fe fe 
Reported by Miriam Wiseman, B.Sc., M.T. (A.S.C.P.), R.T. (Can.) 


Report on Western Convention of the 
Canadian Society of Laboratory 
Technicians 
Henry Daneleyko 

The Canadian Society of Laboratory Tech- 
nicians held their annual Western convention at 
Vancouver this year and I had the Very good 
fortune of being able to attend. The convention 
was extremely interesting and the entire trip most 
enjoyable and one to be remembered. As this was 
my first trip to the west coast I wanted to see as 
much as I could, so going west I travelled via 
C.N.R. and on the return via C.P.R. There is not 
much that I ean add to all that has already been 
written about the majestic beauty of our Canadian 
Rockies . . . suffice to say no adjective is adequate 
to truly describe these wonders of nature. Their 
grandeur is awe-inspiring and the water-falls, the 
Bridal Veil to mention but one, are breath-taking 

. . truly an answer to any camera enthusiast’s 
dream. Mount Robson, the highest peak in the 
Canadian Rockies along the C.N.R. route is almost 
continuously shrouded in a cloud and many who 
travelled several times to the Coast have never 
been able to view its snow clad top, but I can boast 
that on the day I saw it the clouds had dispersed 
and with the sun shining brightly it looked like a 
proud queen wearing a diamond studded diadem. 

I left Winnipeg on the morning of May 11th 
and arrived in Vancouver on Friday, May 13th. 
I went directly to Hotel Vancouver where my 
reservations had been made and which very con- 
veniently is directly opposite the Medical Dental 
Building where most of the convention sessions 
were to be held. The first thing I did then was 
to register and at 10 o’clock attended a film on 
Bone Marrow. In the afternoon we had two lec- 
tures. The first was on “The Cytological Examina- 
tion of Malignant Cells in Various Body Fluids,” 
by H. E. Taylor, M.D., M.R.C.P. (Edin.), director of 
laboratories at the Shaughnessy Hospital. The 
second lecture was given by A. W. Bagnall, B.A., 
M.D., M.R.C.P. (Lond.), F.R.C.P. (Can.), chairman 
of the committee for Arthritis and Rheumatism 
(B.C. Medical Association), who spoke on “The 
Laboratory Aspects of Rheumatic Diseases.” At 


6.30 p.m. we were entertained at an informal re- 
ception and banquet held in the Banquet Room of 
the Hotel Vancouver. The guest speaker for the 
evening was C. E. G. Gould, B.A., M.D., who is a 
well known Vancouver psychiatrist. He told us 
many amusing stories pertaining to his profession 
and professional brothers. After the speech a 
talented group from CBC Vancouver studios per- 
formed, entertaining us with several vocal and 
instrumental numbers. The final item on the pro- 
gramme for that day was having a group picture 
taken. There were 128 delegates present, all from 
the four Western Provinces with the one exception 
of Miss Eileen Kemp from Ontario, the President 
of our Canadian Society of Laboratory Technicians 

The lectures on Saturday, May 14th, proved to 
be very interesting and educational. At 9 o’clock 
we heard John Eden, M.B., B.S. (Dunelm.), Chemi- 
cal Pathologist of Vancouver General Hospital, 
speak on “The Chemical Evaluation of Hepatic 
Function.” The next paper was given by David A. 
Steele, B.A., M.D., on “Ulcerative Colitis.” Dr. 
Steele has suffered from this ailment himself and 
thereby is a real expert on that subject. At noon 
we all went to the “White Spot” for luncheon. The 
“White Spot” is one of Vancouver’s favorite rest- 
aurants and a tourist ottraction. For the informa- 
tion of the gourmets who might read this resume, 
we enjoyed a most delicious chicken dinner. In 
the afternoon one of the most interesting and im- 
pressive papers of the convention was presented, 
one that most of the technicians, I-am sure, would 
find very helpful. The paper “An Exposition of 
the Recommended Terms and Definitions for Cells 
of the Blood and Blood Forming Organs” was read 
by Dr. Edwin E. Osgood, M.A., M.D., head of the 
Division of Experimental Medicine, University of 
Oregon Medical School. Most technicians would 
be familiar with his textbook. Dr. Osgood, who 
was a chairman of the committee formed of all 
the leading Hematologists in America, explained 
to us how they had all got together and with co- 
operation of the English speaking countries, about 
85% of the Committee had agreed to adopt the 
more modified and uniform method of identifica- 
tion and naming of the cells. We were given a 
condensation of the first two reports of the com- 
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mittee for clarification of the nomenclature of 
cells and diseases of the blood and blood-forming 
organs. Dr. Osgood very graciously autographed 
my copy. After the lecture, which had been held 
in the auditorium of the Shaughnessy Hospital, 
members of the Red Cross served us tea. After 
tea a business meeting followed. The main dis- 
cussion being — should medical technologists join 
the Union? The final decision is to be made by 
the Executive at the General Meeting which will 
be held at Ottawa the first part of June. 

On Sunday we had a bus trip through the 
famous Stanley Park, which is certainly well worth 
seeing for all those who visit Vancouver. I was 
especially impressed with the size of the trees 
and when I returned home the trees in Kildonan 
Park had never seemed so small. We also drove 
through the British Properties. This tract of land 
on the north of Vancouver is being developed for 
a very exclusive residential district ...a fact not 
hard to detect when one observes the prices of 
the lots. To reach the properties one has to cross 
the Lion’s Gate bridge, a beautiful suspension 
bridge owned by the Guinesses, manufacturers of 
the well-known British Guiness’s Stout. We then 
proceeded to Horse Shoe Bay where we boarded 
a motor launch bound for Bowen Island. There we 
had dinner at the C.P.R. Bowen Island Inn. We 
remained there till 6 o’clock in the evening and 
returned to Vancouver on a small steamship. 

Next day I left at 10.30 in the morning by a 
steamer for Victoria. The day and the trip were 
very nice. Sea Gulls followed the ship all the way 
and some of them are extremely tame. They are 
a very graceful bird and I tried to take pictures of 
them in flight. Upon arriving I was met by Mr 
Teal, who for many years worked at the Winnipeg 
General Hospital and who is now employed at the 
Victoria Royal Jubilee Hospital as technician-in 
charge. I was interested in visiting the hospital 
laboratory and noting their equipment = and 
methods. A trip to Victoria would not be com- 
plete without a visit to the Bouchart Gardens and 
it is indeed a very beautiful place. At 11 o’clock 
that evening I left Victoria and spent my first 
night on board a steamer and was lulled to sleep 
by the gentle lapping of the waves. Tuesday eve 
ning, May 17th, I said goodbye to Vancouver and 
started on my return trip via C.P.R. through the 
mountains. The Connaught Tunnel is an interest 
ing feature along this route. This tunnel is nearly 
five miles long and is the Icngest on the American 
continent. At Kicking Horse Pass, the famous 
Spiral tunnels bore for more than 6,000 feet 
through rock entering Cathedral Mountain from 
the east. The railway circles down to daylight 
and through the second tunnel under Mount Ogden, 
a descent of 104 feet inside the mountains and 
forming a complete figure eight. Near Banff there 


is a cave in the side of a mountain which is called 
The Hole in tne Wall and it is big enough to hold 
500 people. A clear day enabled me to get a good 
view of Mount Eisenhower, Mount Stephen and 
the Three Sisters. For years I have heard of the 
Great Divide but I actually never knew how the 
name originated until a fellow passenger explained 
it tome. Six miles west of Lake Louise, the Great 
Divide marks the boundary of Alberta and British 
Columbia between Rocky Mountain Park and 
Yoho. It is here that a glacier-fed stream, spanned 
by a rustic bridge, separates into two small brooks. 
One winds to Hudson Bay and so to the Atlantic 
Ocean, the other flows into the Pacific. 

And so back through the prairies to Winnipeg 
and the Clinic! It was a short, interesting and 
informative trip and a nice change. The weather 
was perfect for the whole eight days. Conventions 
offer a wonderful opportunity for the exchange of 
new ideas and techniques and one can observe how 
other people do things. It is impossible to give in 
detail here the papers that were presented at the 
convention as they are too lengthy to be included 
in this summary but they will be reprinted in the 
Canadian Journal of Medical Technology. 

In conclusion I wish to thank Dr. E. L. Ross, 
Dr. D. L. Scott and the Sanatorium Board, who 
made my trip possible. 


a ee ee 
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EDITORIAL 


—a Ea 


/ a 4 
J. C. Hossack, M.D., C.M. (Man.), Editor 


Why Not Get the Money You Earn 


On the afternoon and evening of the second day 
of the Convention will be held the annual business 
meeting of the Association. Usually such meetings 
are very poorly attended, a state of affairs which 
is definitely unfair to the men who have gone to 
great pains in order to further and safeguard our 
interests. But apart from showing a decent ap- 
preciation of the labours of our colleagues in the 
Executive or on the Committee there is a strong 
selfish and personal reason why the business meet- 
ings this year should be well attended. In this 
time of change every decision is important and 
affects all of us. At this meeting matters of great 
importance will be discussed and, unléss the at- 
tendance is large, the decisions reached will be 
those of a minority of the membership. 

Among other matters coming up for discussion 
is the treasurer’s report on the M.M.S. Dr. Mc- 
Nulty has gone into the financial affairs of the 
M.M.S. with great exhaustiveness and he is satis- 
fied that certain changes will make it possible for 


every subscribing doctor to get 80% or more of 


the monies he claims. It is worth your while to 
find out why you are getting less and how you 
can get more. Inasmuch as the M.M.S. is our 
corner-stone for a Health Service and inasmuch as 
a government plan is almost certainly soon to be 
formulated and even in action we should make 
our plan as solid and fault-free as possible, and 
that’s your job as well as that of your Executive. 


Our Group Insurance 


This is to remind you, in case you may have 
forgotten, that a plan of Group Insurance (against 
accidents and sickness) is available to all members 
of the Association. Unlike other insurance plans 
this accepts pre-existing disabilities and nothing 
will cancel any of its benefits except (1) failure to 
pay the premium (2) reaching the ago of 70 (3) 
retirement from practice or ceasing to remain a 
member of the Association. There is another 
cause for cancellation — if the number of sub- 
scribers falls below 50% of the Association mem- 
bership. Because of this latter clause it is desir- 
able that all members subscribe, not only that 
they may have protection themselves but also to 
make sure that others do not lose it. Even if one 
carries other protection an extra $60.00 per week 
(which costs $97.00 a year) will come in handy 
if sickness strikes. Moreover there is no haggling 
when it comes to payment. It is much better to 
have something you don’t need than to need some 


thing you don’t have. One subscriber was un- 
lucky enough to develop a severe and lengthy 
illness ten days after he paid his premium, but 
lucky enough to have the benefits, which he still 
enjoys and will continue to enjoy, if necessary, for 
two whole years. If so far you have not sub- 
scribed we suggest that you get in touch with Mr. 
Wm. C. Brunning, Electric Railway Chambers, 
Winnipeg. 


The Policy of the Association 
Reprinted from The Canadian Medical Association Journal, 
August, 1949. 

For many years the Association has studied the 
problem of medical economics. A series of prin- 
ciples was gradually evolved, but no clear policy 
was outlined. It is realized now that the trend 
of events is unquestionably towards some form 
of governmental control of medical services, and 
it is therefore imperative that we should decide 
what we want and formulate some policy of our 
own. As a result of prolonged discussion at the 
Council meeting in Saskatoon such a policy was 
eventually outlined. It is laid down in the follow- 
ing statement which was adopted by the General 
Council of the Canadian Medical Association on 
June 14, 1949. 


Statement of Policy 


1. The Canadian Medical Association, recognizing 
that health is an important element in human happiness, 
reaffirms its willingness in the public interest to consider 
any proposals, of ficial or unofficial, which are genuinely 
aimed at the health of the people. 

2. Among the factors essential to the people’s health 
are adequate nutrition, good housing and environmental 
conditions generally, facilities for education, recreation 
and leisure; and not least, wise and sensible conduct of 
the individual and his acceptance of personal responsibil- 
ity. 

3. It is recognized and accepted that the community’s 
responsibility in the field of health includes responsibility 
not only for a high level of environmental conditions and 
an efficient preventive service, but a responsibility for 
ensuring that adequate medical facilites are available to 
every member of the community, whether or not he can 
afford the full cost. 

4. Accordingly, the Canadian Medical Association will 
gladly co-operate in the preparation of detailed schemes 
which have as their object the removal of any barriers 
which exist between the people and the medical services 
they need which respect the essential principles of the 
profession. 

5. The Canadian Medical Association hopes that the 
provincial surveys now being conducted will provide 
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information likely to be of value in the elaboration of 
detailed schemes. 


6. The Canadian Medical Association, having ap- 
proved the adoption of the principle of health insurance, 
and having seen demonstrated the practical application 
of this principle in the establishment of voluntary prepaid 
medical care plans, now proposes: 


(a) The establishment and /or extension of these plans 
tu cover Canada. 


(b) The right of every Canadian citizen to insure 
under these plans. 


(c) The provision by the State of the health insurance 
premium, in whole or in part, for those persons who are 
adjudged to be unable to provide these premiums for 
themselves. 

7. Additional services should come into existence by 
stages, the first and most urgent being the meeting of 
the costs of hospitalization for every citizen of Canada. 
The basic part of the cost should be met by individual 
contribution, the responsible governmental body bearing, 
in whole or in part, the cost for those persons who are 
unable to provide the contribution for themselves. 


Prescription Drug Order Clarified 


The recent revision of the food and drug regu- 
lations (P.C. 1536, 5th April, 1949), has effected a 
clarification of the so-called prescription drug 
order which limits sale to the general public of 
certain drugs to prescription only, officials of the 
Department of National Health and Welfare point 
out. 


1. One obscurity has been removed by the 
definition of prescription which has to be in writ- 
ing. A telephoned order does not constitute a 
prescription, but a pharmacist may execute an 
order over the telephone in an emergency for any 
of the drugs in question provided he be supplied 
with a written prescription covering them within 
24 hours. If he fails to obtain that prescription, 
he has committed an offence under the Food and 
Drugs Act: he has sold the drugs otherwise than 
on prescription. 

2. In the food and drug regulations, a prescrip- 
tion is defined (A02016) as “a written order issued 
and signed by any person authorized to treat 
patients with drugs in any province of Canada 
directing the dispensing of a stated amount of any 
drug or mixture of drugs to the patient named in 
such order.” This prohibits refills, but the pre- 
scriber is free to specify in writing how many 
times it may be repeated, e.g., twice, five times 


or 10 times, as need be, and the pharmacist is 
entitled to honor such directions. But the actual 
number of refillings must be specified on the 
original prescription. 


3. A pharmacist is within his rights to decline 
to fill a prescription if he has reason to believe 
it has not been presented in good faith or that 
it is an attempt to circumvent the law or that it 
has been tampered with. In such cases, tactful 
questioning usually brings out the facts. 

4. Seeing that a pharmacist is responsible for 
having in his possession properly authorized pre- 
scriptions for drugs on this list which he has sold, 
it is the duty of prescribers to supply such pre- 
scriptions immediately. As the merchant sells 
goods on credit, believing in the honesty of the 
purchaser to pay for them, so likewise the phar- 
macist, accepting a telephone order for these drugs 
in an emergency, relies on the good faith of the 
prescriber to cover him with a prescription within 
24 hours after giving the order for them. Pre- 
scribers, therefore, are urgently requested to co- 
operate with pharmacists in this important detail. 


whe 2 


Obituary 


Dr. Robert Kennedy Chalmers, of Miniota, died 
suddenly on July 27 while attending a patient at 
Beulah. He graduated in medicine from Manitoba 
Medical College in 1900 and practised continuously 
at Miniota. On June 21 he celebrated his 77th 
birthday. He was chairman of the Miniota muni- 
cipal school district, an active member of Parkis- 
simo Lodge, I.0.0.F., and a member of the United 
Church. 


ee 


Winnipeg Medical Society 
To Conduct Own 
Community Chest Campaign 


In response to a request from Mr. H. D. Barbour 
of the Community Chest of Greater Winnipeg, the 
Executive of the Winnipeg Medical Society has 
decided to conduct its own campaign in Greater 
Winnipeg. 

Plans are being made for our campaign to take 
place from October 1 to October 12 before the of- 
ficial effort starts, in the hope that our results will 
have inspirational value to the general campaign. 

It is planned to solicit the help of strategically 
placed doctors, in order that every member of the 
profession may be personally canvassed for his o1 
her donation. No doctor will be asked to solicit 
from more than three or four individuals, so please 
be prepared to help out. Dr. Hartley Smith has 
been appointed to head a special committee of 
your Society to take care of this canvass. Remem 
ber; your contributions are deductible from your 


income tax 
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IN PHARMACES 


THE PREVENTION AND TREATMENT OF 


CAPILLARY 


“CERUTIN” 


“Sos!” brand of Rutin and Vifamin C 


Vascular accidents are among the 
most feared complications associated 
with hypertension. In a high per- 
centage of cases with hypertension 
and with diabetes, the capillary 
fragility index (Gothlin) has been 
found to be increased and it is 
assumed that in such cases the 
danger of cerebral and retinal hae- 
morrhage from capillaries is aug- 
mented. The control of capillary 
fragility is hence a_ therapeutic 
problem of considerable importance. 
The clinical use of rutin, a rham- 
noglucoside obtained chiefly from 
buckwheat, is based on its action in 
reducing capillary fragility in cer- 
tain haemorrhagic conditions in 
which capillary fragility and _ per- 
meability are involved.' The ability 
of rutin to correct capillary fragility 
may be quantitatively measured by 
the technique of Gothlin. ** Nor- 
mal capillary strength may _ be 
restored and maintained and relapse 
prevented by the continuous ad- 
ministration of rutin. 

Rutin is much less effective if there 
exists a coincidental vitamin C 
deficiency. It is, therefore, im- 
portant to ensure that patients’ in- 
take of vitamin C is well provided 


FRAGILITY 


for. ‘‘Cerutin” provides a balanced 

combination of rutin and vitamin C. 

REFERENCES: 

1. Proc, Soc. Exper. Biol. & Med. 55, 228, 
1944. 

2, Am. Heart Journ. 28, 759, 1944. 


3. Act. Med. Scandin. 104, 527, 1940. 
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DOSAGE 
One tablet three times daily. 
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clinical samples upon request. 
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THe EB SHutTLewor'™ 


HEMICAL COMPANY. Lim t 





He E B SHUTTLEWORTT 
HEMICAL COMPANY. Limite 


FERROUS CHLORIDE IS THE MOST READILY ABSORBED 
FORM OF IRON * 


LIQUID Each fluid ounce 
provides 16 grains of ferrous 
chloride and 6 mg. of Vitamin 
B:. Supplied in one pound bot- 
tles, winchesters and gallons. 


TABLET = Each tablet rep- 


resents 2/2 grains of ferrous 
chloride combined with 1.0 mg. 
of Vitamin B:. Supplied in bot- 
tles of 100, 500 and 1000 
tablets. 


* References on request 


T) 
THE BB, Suurtuewortt CHEMICAL CO., LTD. TORONTO, CANADA 


Representative: Mr. Allan Opleta, 131 Canora Street, Winnipeg, Man, 
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BOOK REVIEWS 


—aSa a a a 


The Value of Hormones in General Practice is a 
wire-bound book of 115 pages. The author states 
that his “manual has been prepared for the express 
purpose of assisting general practitioners in the 
fullest posible utilization of the many hormonal 
preparations now available.” Following an His- 
torical Review the subject of endocrinology is 
covered in eighteen chapters. The various duct- 
less glands are taken in order. Some mention is 
made of physiological principles, then the various 
syndromes affecting the gland being considered are 
described with differential diagnosis, methods of 
treatment are outlined and a useful table of avail- 
able products with their manufacturers is given. 
A bibliography concludes each section. 

The book will prove useful to those who wish 
only a brief summary of the subject ‘A useful 
feature is the listing of products and their manu- 
facturers. 

The Value of Hormones in General Practice, by 
W. M. Kemp, M.D., Vancouver, B.C. Burgess Pub- 
lishing Co., Minneapolis (or from the author). $3.00. 


+ 

Rational Medicine, by John W. Todd, M.D. 
(London), M.R.C.P. (Londor), Assistant Physician 
to Farnham Hospital; late Lt.-Col. R.A.M.C.; late 
Resident Medical Officer, Middlesex Hospital, Lon- 
don. Price $6.25. Macmillan Co. of Canada Ltd., 
Toronto. 

It must be agreed that to a large extent the 
practice of medicine is more or less mechanical. 
The fact that so many customs have been in vogue 
for years (e.g. the restriction of fluids in the 
dropsical, the feeding-by-the-clock of infants) is 
proof that we are inclined to follow tradition. To 
be efficient, however, our practice must be indi- 
vidualised and it must be rational. 

The purpose of this beok is to stress these 
points. It goes into detail regarding the analysis 
of symptoms, and the nature and interpretation of 
signs. These. however, are preliminary to the chief 
matter of treatment. The basis of rational treat- 
ment is an understanding of the patient under 
treatment and chapters are devoted to the logical 
application of drugs, diet, etc., to the individual 
patient. Physiotherapy gets a chapter and psycho- 
therapy another. In “The Black Chapter of Medi- 
cine” is given the life story of an invalid, tracing 
from the seeds sown in childhood the enduring, 
pernicious tree of chronic unhealth and unhappi- 
ness. 


There is a tendency to prolixity but otherwise 
the book deserves the good notices it has been 
given elsewhere. It is a useful book well calcu- 
lated to arouse thoughtful particularization of each 
individual patient and a more thoughtful attitude 
towards practice in general. 


Medicolegal Problems 


About a century ago a Professor of Chemistry, 
Dr. Webster, being hard up, borrowed some money 
from his friend, Dr. Parkman. When the time 
came to pay, Webster was still “broke” and he 
settled the debt by bashing in the head of Park- 
man. Parkman’s disappearance caused somewhat 
of a sensation, and an astute lawyer, having some 
hint of the financial transaction, explored Web- 
ster’s laboratory where, in the furnace were found 
some bones and a denture. 

The interest to us is not in the circumstances 
of the murder but in the fact that here, for the 
first time, a dead man’s bones testified against his 
slayer. Since then this particular branch of 
criminology has vastly developed; to such a point, 
indeed, that a few calcined bony fragments have 
been sufficient to reconstruct the victim in many 
homicides. Perhaps the most brilliant exponent 
of this new science is W. M. Krogman, Professor 
of Physical Anthropology in the University of 
Pennsylvania. How he goes about his business is 
described (with cases and photographs) in “The 
Human Skeleton in Legal Medicine” — the first 
chapter of Lippincott’s second series of Medicolegal 
Problems. 

This little book must be a sine qua non for 
everyone interested in forensic medicine but it 
can be read with pleasure and profit by many who 
have little touch with the law. It is not “deep” 
in the sense that only criminologists and lawyers 
can understand it. It is indeed simple enough for 
the comprehension of any intelligent layman. 

The other subjects discussed are: Psychiatry 
and the Civil Law; Psychiatry and the Criminal 
Law; Federal Control of Drugs and Cosmetics; 
Radiation Hazards and Health Protection in Radio- 
active Research. All of these topics are considered 
in the same way. First is the Medical presentation 
then the Legal presentation and finally a General 
Discussion by the eminent doctors and lawyers 
who attend the session where these matters were 
discussed. 

As mentioned it is a “must” for all those whose 
work lies, wholly or in part, with criminals. But 
most of us are not so employed and yet, despite 
its limited field, indeed because of it, the book 
will give interesting reading to doctors in all fields 
of practice. 

Symposium on Medicolegal Problems, by Samuel 
A. Levinson, M.D., Ph.D., University of Illinois, 
College of Medicine. Under the co-sponsorship of 
the Institute of Medicine of Chicago, Chicago Bar 
Association and Chicago Medical Society. Series 
11. J. B. Lippincott Co. Ltd., Montreal, Canada. 
Price, $6.00. 
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ELIXIR B-COMPLEX 


Rice bran is one of nature’s richest sources of the B-Complex. B-Plex, 

hae Seep pekeare! sy egg Pane peN y balanced by the 

addition of crystalline B factors. B-Plex has all the taste advantages 

Oe ee ee et 

base. On the basis of potency . . . B-Plex is really economical. B-Plex 
adequate amounts yridoxine ani nto ic aci 

the unidentified factors pt kg pitied tat ties been extract. 


Bottles of 8 fi. ozs., 44 Imp. Gal., 1 Imp. Gal. 
B-Plex Injection — Vials of 10 ml. 
B-Plex Capsules — Bottles of 100 and 500, 








Registered Trade Mark 


JOHN WYETH & BROTHER (CANADA) LIMITED ¢ WALKERVILLE, ONTARIO 
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SOCIAL NEWS 


et Mined ne ee 
Reported by K. Borthwick-Leslie, M.D. 


Belated, but sincere welcome back to Dr. 
Walter Alexander, who a couple of months back, 
returned from spending a most interesting and 
instructive post-graduate session with Dr. Julius 
Lempert at the Fenestration Hospital in New York. 
Wally spends so much time out of town doing P.G. 
work that I have trouble catching him to find out 
where he has been. 

¢ 

Also belated, but this time not my fault, from 
the Charles T. Miller Hospital, St. Paul 2, Minn. 
Dr. J. A. (Sandy) McNeill has left his practice at 
Gretna as of July 15, to take a three-year resi- 
dency in Opthalmology here, under Dr. E. P. 
Burch. He was joined by his wife and family the 
latter part of July. Dr. J. P. Boreski; formerly 
of Altona, has taken over Dr. MeNeill’s practice 
in Gretna. The best wishes of us all to both in 
their new ventures. 

¢ 

Sincere congratulations to Dr. David E. Aiken- 
head, London, England, on two counts. First, the 
birth of Tannis Linda on Aug. 4, 1949, and much 
secondary his receiving his M.R.C.P., London. Of 
course, I think the child is more important and I 
bet Grandpa end Grandma do too.—Dave Sr. is 
having more trouble than ever, keeping that 
operating room gown meeting over his chest. 

« 

It was grand Saturday last to have the pleasure 
of showing my puns and a couple of beers to our 
old friend Dr. Lynn Falconer and his family. They 
are en route, bag and baggage, from Ottawa to 
Edmonton where Lynn will take over Superin- 
tendancy of the Indian Affairs Hospital and the 
Dept. affairs of the District. Happy landings. I 
surely had to watch carefully that one cocker pup 
didn’t become native of Edmonton too. Don’t 
blame the kids, they are cute pups—except at 
6 a.m. By the way, Lynn tells me that Dr. Harry 
Lewis is now retired and happily ensconced in 
Victoria, B.C. 

¢ 

Dr. Doreen Corke (Mrs. W. H. Sheffield) with 
Mr. Sheffield, John and Anne, spent their vacation 
with her parents, Mr. and Mrs. G. B. Corke, Jubilee 
Ave. They are located in Washington, New Jersey. 

6 

That most interesting picture of Mrs. C. M. 
Strong on her terrace intrigues me. The garden 
furniture made by Con. looks to be out of this 
world. I wonder if Mr. Strong would mind if I 
had a little extramural advice on David’s room in 
the basement for that blasted train which is keep- 


ing me broke. 


Welcome to Winnipeg to Dr. Doris Newcomb 
of Hartford Hospital, Boston, etc., who is in the 
O.R. at the General—on exchange P.G. Anaes- 
thesiology contract for three months. A marvelous 
idea! If instituted a few years ago I would prob- 
ably still be taking orders from the surgeons. 

¢ 

Dr. and Mrs. Alan B. McCarten, with Brock 
and Rosemary, returned recently from London, 
England, where Dr. McCarten was doing P.G. 
work at the Royal Cancer Hospital. They have 
been guests of Dr. and Mrs. D. A. McCarten at 
Clearwater Bay, and are en route to Edmonton, 
Alta., where they will reside. 

¢ 

Welcome to the Medical Arts to Dr. J. C. Pin- 
cock who is opening his office at 527, in Internal 
Medicine. 

¢ 

Romance still reigns supreme in spite of the 

weather. 
¢ 

Dr. and Mrs. R. A. Classen announce the engage- 
ment of Therese Gertrude to Mr. John A. Quinn, 
son of Mr. and Mrs. M. A. Quinn. The wedding 
will take place Sept. 10, at 8 p.m., in St. Paul’s 
United Church. 

¢ 

The engagement is announced of Catherine 
Mary, daughter of Mrs. MacDougall and the late 
Dr. Dan MacDougall, to Alfred Hugh, son of Mr. 
and Mrs. A. H. Nuttall. The wedding will be in 
Knox United Church at 7 p.m., Sept. 10. 

+ 

The engagement is announced of Sybil Marjorie 
(Malea) daughter of Mr. and Mrs. Max Marcoe, to 
Dr. Isadore L. Lazareck, son of Mrs. J. L. Lazareck 
and the late Mr. Lazareck. The wedding will be 
Sept. 8th at the Royal Alexander Hotel, Winnipeg. 

¢ 

Mr. and Mrs. J. W. Chesen, of Lincoln, Nebraska, 
announce the engagement of Barbara, to Dr. Irvin 
Zeavin, son of Dr. and Mrs. Samuel Zeavin, Win- 
nipeg. The wedding will be in the late autumn. 

+ 

Congratulations to: 

Dr. and Mrs. T. L. Quong, Hong Kong, China, 
on the birth of a son, Calvin. 

Dr. and Mrs. R. W. Pringle, their daughter, 
Vivien Claire. 

Dr. and Mrs. J. K. Friesen, a daughter, Melanie 
Joan. 

Dr. and Mrs. W. S. Pollard, their daughter, 
Linda Jean, Aug. 18th. 
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ENAGEN? 


oral estrogens, Avhe-Davis 







evenly gnauulained... 
easly regulated 
therapeutic lovels 





In management of the menopause and other 





estrogen deficient states MENAGEN Capsules 

provide the benefits of natural hormone therapy 

supplemented by additional unique advantages. 

Containing a highly refined concentrate of estrogenic 

factors, the attractive flame-colored, soft gelatin capsules of 
MENAGEN are free from unpleasant taste and do not impart an 


objectionable odor to the patient’s breath or perspiration. 


Doses of one to two capsules daily as required afford an evenly 
maintained and easily regulated therapeutic level. Well 
| tolerated and clinically effective, MENAGEN produces a sense 


of well-being because of its natural origin. 


Each MENAGEN Capsule contains the equivalent of 10,000 International 


Units of ketohydroxyestratriene. Bottles of 100 and 500 capsules, 
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Annual Meeting 
Committees 


Scientific Programme: 


Drs. J. M. Kilgour, Chairman; C. E. Corrigan, 


A. T. Gowron, C. F. Benoit, S. A. Boyd, 
G. C. Fairfield 


© 


Registration and Reception: 


Drs. R. W. MacNeill, Chairman; Eyjolfur Johnson, 


R. O. McDiarmid, Mr. J. G. Whitley. 


4 


Publicity: 


Drs. A. R. Tanner, Chairman; L. A. Sigurdson, 


S. S. Peikoff, Alan A. Klass, B. E. Loadman. 


4 


Resolutions: 


Drs. Henry Funk, Chairman; 
Murray H. Campbell, R. W. Whetter. 


© 


Scientific Exhibits: 


Drs. J. M. Lederman, Chairman; F. G. Stuart, 


David Swartz. 


© 


Entertainment: 


Drs. Athol R. Gordon, Chairman; 
Helen M. Marlatt. 


© 


Commercial Exhibits: 


Drs. F. A. L. Mathewson, Chairman; 
R. G. Cadham, Mr. J. G. Whitley. 


© 


Financial: 


Drs. C. B. Schoemperlen, Chairman; 


J. W. R. Rennie, Ross H. Cooper, W. J. Boyd. 


© 


Golf Tournament: 
Drs. E. W. Pickard, Chairman; E. L. Ross, 
P. K. Tisdale. 


4 


Ladies’ Committee: 


Mrs. H. S. Evans, Chairman. 





In hot weather, where refrigeration is not 
available, each feeding may be prepared 
separately. The doctor can always advise the 
mother to prepare individual LACTOGEN 
feedings whenever the baby is ready for his 
bottle. 


LACTOGEN t WATER = FORMULA 
1 level tablespoon 2 ounces 2 fluid ounces 
40 calories 20 calories 
(Approx.) per oz. (Approx.) 


No advertising or 
feeding directions 
except to physi- 
cians. For feeding 
directions and pre- 
scription pads, 
send your profes- 
sional blank to: 





Nestle’s Milk Products 
(Canada) Limited 


METROPOLITAN BUILDING, TORONTO 
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conjugated estrogenic substances (equine) 


TABLETS: No. 865 — 2.5 mg. per tablet 
No. 866 — 1.25 mg. per tablet 
No. 867 — 0.625 mg. per tablet 
in bottles of 20 and 100 
No. 868 — 0.3 mg. per tablet 
in bottles of 100 
LIQUID: No. 869 — 0.625 mg. per teaspoonful 
in bottles of 4 fluid ounces 
When sedation is also desired: 
TABLETS: No. 877 — 0.625 mg. per tablet 
plus 2 gr. phenobarbital 
in bottles of 100. 


ORALLY ACTIVE ° HIGHLY POTENT . WATER SOLUBLE 
NATURALLY OCCURRING . ESSENTIALLY SAFE 
WELL TOLERATED > IMPARTS A FEELING OF WELL BEING 





AYERST, McKENNA & HARRISON LIMITED «© Biological and Pharmaceutical Chemists 
MONTREAL CANADA 653 
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Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 






























































1949 1948 Total 
ents Gun tants town ine Dec. 28,'47 t 
June oO a une oO Oo an. 2 to ec. 28, oO 
DISEASES July 16,’49 Fue 18,49 July 16,’48 Sune 12,,48 July 16,’49 July 10,’48 
Anterior Poliomyelitis — = 2 0 13 7 
Chickenpox 107 128 311 333 879 1852 
Diphtheria 1 0 5 1 13 14 
Diphtheria Carriers 0 0 2 1 2 3 
Dysentery—Amoebic 0 0 0 0 0 0 
Dysentery—Bacillary 3 0 1 3 7 4 
Erysipelas _ 3 1 3 4 18 21 
Encephalitis _- 0 0 0 1 0 1 
Influenza ___...- ee 9 28 5 4 152 119 
Measles __.... 5s cceaeecasccalreeibaiceminanss. i 1153 120 157 4787 450 
Measles—German > 6 33 0 1 91 31 
Meningococcal Meningitis __.___..__ : 3 2 0 17 8 
Mumps _. 44 91 110 214 866 1277 
Ophthalmia Neonatorum 0 0 0 0 0 0 
Pneumonia—Lobar __.....____---_____. 14 12 10 15 128 112 
Puerperal Fever ___. 0 1 0 0 2 1 
Scarlet Fever g' 9 12 28 64 138 
Septic Sore Throat 1 6 2 2 23 14 
Smallpox ..............- 0 0 0 0 0 0 
Tetanus 0 0 1 0 1 2 
Trachoma _..... 0 0 0 0 0 0 
Tuberculosis 87 92 312 258 447 1106 
Typhoid Fever - a A at aes 1 1 1 2 5 5 
Typhoid Paratyphoid _ SEPA 0 0 1 0 0 1 
Typhoid Carriers - 0 0 0 0 1 0 
Undulant Fever _.__________. 0 0 0 2 6 11 
Wheenne Coun CD 26 5 16 130 208 
Gonorrhoea __ ee 125 78 126 105 735 774 
Syphilis . 34 32 33 43 233 281 
Diarrhoea and Enteritis, under 1 yr. 13 14 11 15 95 118 
Four-Week Period June 19th to July 16th, 1949 
~ Anterior Poliomyelitis — At date of writing (August 12th) 
G twenty-five cases of Poliomyelitis have been reported in 
Z 8 Manitoba. Very few of these show any paralysis. Ontario, 
DISEASES F $ . ° o8 Minnesota and British Columbia all show a higher inci- 
(White Cases Only) == 33 aa Sa dence than usual 
5 > wi § 
*Approximate population. zs ai 26 as Diarrhoea and Enteritis in infants is always a problem at 
- this time of year. A nasty outbreak among Indian chil- 
Anterior Poliomyelitis 4 : 46 130 dren has occurred at Churchill, causing five deaths. Good 
Chicken Pox 107 341 875 hygiene and sanitation (including food handling) would 
Diarrhoea and Enteritis 13 4 go a long way in wiping out this infection. 
Diphtheria . . Typhoid Fever—Another case from the Sandy Bay Reserve 
Dysentery—Amoebic 1 7 which is one of our bad spots for Typhoid! 
Bacillary 3 5 
Influenza ; . . 9 2 12 a ¢ 
Erysipelas ' 3 1 3 DEATHS FROM REPORTABLE DISEASES 
Encephalitis 3 . : For Four-Week Period June 15th to July 12th, 1949 
Malaria 
Urban — Cancer, 43; Influenza, 1; Measles, 2; Pneumonia 
Measles = mm aed —_ Lobar (108, 107, 109), 1; Pneumonia (other forms), 8; 
Measles, German 6 75 94 Syphilis, 3; Tuberculosis, 5; Diarrhoea and Enteritis, 2; 
Meningococcal Meningitis 3 1 3 Other Diseases due to Spirochetes, 1. Other deaths under 
Mumps 44 1 482 1 year, 22. Other deaths over 1 year, 168. Stillbirths, 15. 
Pneumonia Lobar 14 om, Ses. 
Septic Sore Throat 1 1 3 Rural — Cancer, 25; Influenza, 3; Measles, 2; Pneumonia 
Secuties Gime 9 1 116 27 Lobar (108, 107, 109), 2; Pneumonia (other forms), 9; 
Suteneutoate 87 60 77 180 Tuberculosis, 7; Whooping Cough, 1; Diarrhoea and 
Typhoid unas 1 2 1 1 Enteritis, 14. Other deaths under 1 year, 10. Other 
Undulent Seen 4 22 deaths over 1 year, 143. Stillbirths, 12. Total, 165. 
Whooping Cough 20 4 58 9 Indians—Influenza, 4; Pneumonia (other forms), 5; Tuber- 
Gonorrhoea 125 103 culosis, 1; Diarrhoea and Enteritis, 2. Other deaths under 
Syphilis 34 50 1 year, 2. Other deaths over 1 year, 7. Total, 9. 








The Manitoba Medical Review [September, 1949 

















ANTI-ANEMIA FACTOR 


... 1 Pure, Crystalline Form 


ITAMIN By, isolated in the Merck 
Research Laboratories, is available as 
Cobione* (Crystalline Vitamin Biz Merck). 
Cobione has been proved by clinical studies 
to exert high hematopoietic activity in the 
treatment of 


* PERNICIOUS ANEMIA (uncomplicated) 

* PERNICIOUS ANEMIA with neurologic 
complications 

* PERNICIOUS ANEMIA in patients 
sensitive to liver preparations 

* NUTRITIONAL MACROCYTIC ANEMIA 
due to Vitamin B;2 deficiency 

* MEGALOBLASTIC ANEMIA OF 





Smear showing megaloblastic bone marrow 


INFANCY (certain cases) of patient with pernicious anemia 
*& SPRUE (tropical and nontropical) before treatment with Cobione 
&.% 
COBIONE: q° 
@ A pure, crystalline compound of extremely high 
potency. 


@ Effective in extremely low doses, because of its 
high potency. 

@ May be administered subcutaneously or intra- 
muscularly in precise dosage, because it is a pure, 
crystalline compound. 

@ No known toxicity in rec nded d 


®& Supplied in ampuls of 1 cc. of saline solution of 
Cobione, each cc. containing 15 micrograms of 
Crystalline Vitamin Bi2. 


Literature available on request. 


*Cobione is the trade- ? “| Ps ° | 
mark of Merck & Co., — - — 6 oo asartaguame 
Inc. for its brand of Bone-marrow smear from same patient 
Crystalline Vitamin Bye. ninety hours after a single injection 

of 0.025 mg. of Cobione ~ 


f ‘ TRADE-MARK 


| HSTALLINE VITAMIN Biz MERCK) 





















































MERCK & CO. Limited ne Chemmisls Moneat 


VALLEYFIELD 
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Swifts 
Meats 
for 


Babies 


Naturally, only proved products merit your rec- 
ommendation for infant feeding. Swift’s Meats for 
Babies are proved products. Proved in clinical 
feeding tests. Six-weeks-old infants readily accepted, 
tolerated and benefited from a formula sup- 
plemented with Swift’s Strained Meats. 


All nutritional statements made 
in this advertisement are ac- 
cepted by the Council on Foods 
and Nutrition of the American 
Medical Association. 


Bite-size fender morsels of meat—firm enough to 
encourage chewing, aid teething. Tempting flavors 
in Swift's Diced Meats help prevent anorexia in 


the older baby and young child. 











These studies indicated that meat proteins are as 
easily digested as milk proteins at this early age. 
Meat-fed infants were judged in better physical con- 
dition and more satisfied than babies in the control 
group. Meat, a recognized hemapoietic 
food, helped prevent infant anemia. 


Meat—a complete protein food, 
rich in B vitamins, iron 


Specially prepared, soft and smooth, 
Swift’s Strained Meats facilitate earlier 
meat feeding. Expert trimming reduces 
fat content to a minimum. Expert cooking 
assures maximum retention of the valuable 
meat nutrients—complete, high-quality proteins for 
growth, natural B vitamins and iron. 

A complete protein food, Swift’s Strained Meats 
make all the essential amino acids available simulta- 
neously—for optimum protein synthesis. Six meats — 
beef, lamb, pork, veal, liver, heart—provide variety 
and help baby establish sound eating habits. Con- 
venient for mother—ready to heat and serve. For 
further information about Swift’s Meats for Babies, 
write Swift Canadian Co. Limited, Dept. B.M.. 
Toronto 9, Ontario. 


... foremost name tn meats 
.. Gest with 100% Meats ror Babies 
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an improved Triple Sulfa Containing 


fA 


SULFA ae NATINE 


Pe iin 


CA 


/ 





TRIPANCA’ 


advantages 


® Contains no sulfathiazole thus avoiding the high incidence of toxic 
symptoms resulting from the use of this drug. 


@ Contains three closely related sulfonamides reducing to a minimum 
the possibility of reciprocal sensitization to other sulfonamides. 


@ An effective therapeutic blood level may be maintained which is well 
below that at which crystalluria with resultant kidney damage usually 
develops. 


LIQUID TABLETS 


A pleasantly flav- A compressed tab- 
oured uniform let creased to faci- 
suspension contain- litate divided dos- 


ing 5 grains of age, containing 7.5 
SIS SPS” ANGLO-CANADIAN DRUG CO. LTD 
spoonful. ° e 
Supplied in 16 ozs., Supplied in bottles 


80 ozs., and 160 of 100, 500 and 
ozs. bottles 1000 tablets OSHAWA ‘J CANADA 
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COLLEGE OF PHYSICIANS AND SURGEONS OF MANITOBA 


——l—— SS a 


(Continued from August Issue) 


Business Arising From Minutes of Disciplinary 
Committee Meeting Held May 3rd, 1949 

(a) Disciplinary Proceedings 

Dr. Alford stated that under the Medical Act 
the Council has very little disciplinary power 
except extreme measures. He read a letter dated 
May 9. 1949, from the solicitor, Mr. T. W. Laidlaw, 
who outlined the various sections of the Act 
relevant to disciplinary powers of the Council. 
Mr. Laidlaw stated that “There does not seem to 
be any provision in the Act for dealing with minor 
disciplinary matters involving professional mis- 
conduct of such a character that it would not 
justify erasure as there is no power to suspend or 
fine, although I would be of the opinion that the 
Council has power to reprimand.” “The powers 
of the Council are statutory and must be strictly 
and carefully followed.” 


Dr. Williams said that it was possible in other 
provinces to take minor disciplinary action and 
suspend a registrant for a number of months. He 
suggested that the Registrar investigate what is 
done in other provinces in these matters, while 
attending the meeting of the Registrars in Sas- 
katoon. 

Dr. Best thought that it would be necessary to 
have a definition of misconduct, and that it would 
be a difficult job since two persons would not 
agree on two cases of minor misconduct. 

Dr. Johnson said that it would be impossible 
to outline all possible misconducts which would 
arise for disciplinary action, but there are some 
that could be outlined. He stated that Saskatche- 
wan outlines various misconducts. 

Dr. Lederman suggested that the matter be re- 
ferred to the committee to study the Medical Act, 
with reference to the mimeographed sheets which 
had been forwarded to Council, outlining the 
disciplinary powers of various other provinces. 

Dr. Best stated that it might be possible to 
write to a physician or interview him warning 
him that the Council does not agree with his 
behaviour. A reprimand might suffice and save 
him from getting into worse trouble. 

Motion: “THAT the Discipline Committee be 
requested to make a study of possible revision of 
the Medical Act re misdemeanor, and report at the 
next Council meeting with recommendations.” 
Carried.” 

(b) Dr, 

The Registrar reported that he had written a 
letter to Dr. on May 14, but had received 
no reply to date. He also read a letter dated 


; —— ¢ <a § <8 
M. T. Macferlond, M.D., Registrar 


——S a —a 


May 14th from the superintendent of the 
Hospital. 

Dr. Stewart stated that Dr. had been 
warned by letter, and that no further action could 
be taken according to the Medical Act. 


i ae 

The Registrar outlined the various correspond- 
ence from and to the Workmen’s Compensation 
Board and Dr. He presented a letter 
dated May 2nd from Dr. stating that all 
reports have been submitted and giving his as- 
surance that in the future all reports will be 
submitted in due time. The Registrar also pre- 
sented his letter of May 14th to Dr. , a copy 
of which had been sent to the Workmen’s Com- 
pensation Board, and he stated that he had heard 
verbally from Dr. Fraser that it was acceptable. 
(d) Drug and Optical Store 

A member stated that Dr. of ; 
had handed him the clippings of the Drug 
and Optical Store which appear in the 
Recorder, and asked him if there was anything 
that could be done about the advertising. No name 
appears in the ads, but it is known that Dr. 
owns and operates the store. 

The Council considered if Dr. had any 
further complaint he should put it in writing. 
(e) Irregular Practitioners 


Discussion deferred. 
D. Finance Committee 

The Treasurer reported that at a meeting of 
the Finance Committee held previous to this meet- 
ing, the following motions were prepared for con- 
firmation at this meeting. 

Motion: “THAT Dominion of Canada 3% fully 
registered bonds to the face value of $2,000.00 be 
purchased from available interest earnings on 
hand for the Investment Trust Account.” Carried. 

Motion: “THAT Dominion of Canada 3% fully 
registered bonds to the face value of $2,000.00 be 
purchased from available interest earnings on 
hand for the Gordon Bell Memorial Account.” 
Carried. 

5. Reports of Special Committees and 

Their Consideration 
A. Representatives to the Manitoba Medical 

Association Executive 

Dr. Johnson reported that he had attended the 
meetings with the President. He did not think 
there was anything to bring up at the present time 
that had not been discussed under previous head- 
ings, particularly with reference to the Fee Taxing 
Committee. 

B. Trustees of the Gordon Bell Memorial Fund 

No report. 
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An Anti ~ Asthmatic 


IN A STABILIZED SOLUTION 


Eupnogene may be recommended as a car- 
diotonic to offset dyspnoea and to stimulate 
free diuresis. Particularly effective in the treat- 
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C. Representatives to the Committee of Fifteen 

No report. 

(Refer Legislation outlined in Manitoba Medical 
Review for July, 1949). 

D. Representative to the Committee on Admissions 

No report. 

The Registrar reported that Dr. H. Bruce 
Chown, representative of the Council on the Ad- 
missions Committee, was away from the province 
for a number of months, and requested an ap- 
pointment be made for another member to attend 
any meetings which may be held during the time 
Dr. Chown will be away. 

Motion: “THAT Dr. T. H. Williams be appointed 
as representative to the Admissions Committee to 
attend any meetings which may be called before 
Dr. H. Bruce Chown’s return to the city.” Carried. 
E. Representatives to the Medical Council 

of Canada 

No report. ‘ 

F. Representative to the University Senate 

No report. 

G. Representatives to the Cancer Institute 

Dr. Macfarland reported that a controversial 
matter has been before the Board of the Cancer 
Relief and Research Institute. The Union of Muni- 
cipalities have made available $20,000.00 which 
was matched by the Provincial Government, and 
that sum of $40,000.00 matched by the Federal 
Government, totalling $80,000.00, has been made 
available for Cancer Diagnostic Clinics. The 
Medical Advisory Board of the Cancer Institute 
met, but were not able to formulate a definite plan. 
It was decided that the 3 representatives of the 
M.M.A. with the Chairman of the Medical Advisory 
Board, should meet with the Executive of the 
Association and discuss the matter. The Executive 
approved the plan to establish Cancer Diagnostic 
Clinics at two of the teaching hospitals in Winni- 
peg subject to the appointment of a committee of 
the Association and the Cancer Institute, to deter- 
mine conditions of service and remuneration to be 
paid. With that resolution the Medical Advisory 
Board tackled the problem again, and it was given 
to two members to formulate a plan. The plan 
came back in rough outline to the Medical Advisory 
Board and was referred to the hospitals concerned. 
The proposals are now being discussed by the 
staffs of the St. Boniface and General Hospitals. 

Motion: “THAT the report of the representative 
to the Cancer Relief and Research Institute be 
adopted.” Carried. 

6. Election of Officers and Standing Committees 

Not applicable at this meeting. 

7. Reading of Communications, Petitions, etc., 

to the Council 
A. Red Cross 

Mimeographed letters from the Canadian Red 
Cross Society were presented requesting donations 


for the Blood Transfusion Service, and their 
National Appeal. 

Motion: “THAT this Council is of the opinion 
that since each doctor is canvassed individually, 
there was no need for a donation from the College.” 
Carried. 

B. Dr. and Dr. 

The Registrar reported that he had received 
requests from Dr. and Dr. for 
copies of their original registration certificates. 
They both state that they have lost their certifi- 
cates. The Council were of the opinion that since 
the certificates of registration had been lost, ap- 
parently through carelessness, that they should 
be charged for a duplicate. 

Motion: “THAT Dr. and Dr. 
be requested to forward affidavits that they have 
lost their Certificates, upon receipt of which a 
new Certificate of Registration be issued, marked 
duplicate, and a charge of Five Dollars ($5.00) be 
made.” Carried. 

C. Department of National Health and Welfare— 

Narcotic Division 

The Registrar presented a list of firms and 
persons to whom no sales of narcotics should be 
made without first consulting the Narcotic 
Division. He drew to the attention of Council the 
fact that the names of three practising physicians 
in the Province of Manitoba appear on the list. 

D. Dr. A. H. S. Gillson, President, University 

of Manitoba 

The Registrar presented a letter, dated May 14, 
1949, from President Gillson, advising that Dr. A. 
T. Mathers, Dean of the Medical Faculty of the 
University of Manitoba, is retiring as Dean at the 
end of the current session, and requesting that 
the Manitoba Medical Association and the College 
of Physicians and Surgeons nominate, jointly, one 
representative of the medical profession to act on 
a committee to consider a recommendation to the 
Board of Governors of the University for the Dean- 
ship of the Medical Faculty. 

Motion: “THAT the President, Dr. C. B. 
Stewart, be appointed representative of the College 
of Physicians and Surgeons to the committee to 
consider a recommendation to the Board of Gov- 
ernors of the University for the Deanship of the 
Medica! Faculty.” Carried. 

8. Inquiries 
A. College of Physicians and Surgeons 

of Saskatchewan 

Dr. Macfarland drew to the attention of the 
Council a letter received from Dr. G. G. Ferguson, 
Registrar, C.P. & S., Saskatchewan, requesting the 
number of patients who attended at the Winnipeg 
hospitals from Saskatchewan, outlining those who 
were partly assisted by the Saskatchewan Hospital 
Plan, and those who received no assistance from 
the Plan. He reported that he had made inquiries 
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to each of the Winnipeg hospitals and the General 
Hospital at Brandon, and had received replies from 
3 to date. 
9. Notices of Motion 

None. 
10. Motions of Which Notice Has Been Given 

at Previous Meetings 

Dr. Williams reported that the Finance Com- 
mittee had met previous to this meeting and had 
made some changes in the Notices of Motion. 

Motion: “THAT By-law 42A be the same as in 
October, 1948 notice, namely: ‘There shall be paid 
to each member of Council for attendance at Coun- 
cil meetings a fee not exceeding $25.00 per day, 
with to members outside of Greater Winnipeg an 
additional like amount for each day necessarily 
required for travel to and from Winnipeg, and 
travel expenses at the rate of Ten Cents per mile 


both ways.’” Carried. 
Motion: “THAT By-law 42B be changed to read: 
‘There shall be paid to each member of Coun- 


cil in the City of Winnipeg or its suburbs for at- 
tendance at any committee meeting the sum of 
$5.00, and to those outside Winnipeg and suburbs 
the sum of $10.00 and mileage at Ten Cents per 
mile both ways. The same amounts shall be paid 
to members outside the Council when representa- 
tives on any committee.’” Carried. 

Dr. Williams explained that the Finance Com- 
mittee considered that $25.00 per day for attend- 
ance at Council meetings in May and October is 
not too much out of the way, but that we would 
not be able to square ourselves with the profession 
if we paid $25.00 per day for committee meetings 
which are usually noon meetings and last until 
about 2 o’clock p.m. Our estimate for the coming 
year 1950-51 at the rates proposed will be $9,975.00 
income and $9,400.00 expenditure. 

Dr. Poole suggested that there were too many 
members on the Council, and requested that the 
Registrar find out how many members there are 
on each provincial council, from the Registrars of 
the various councils in Saskatoon. 

Motion: “THAT the by-law concerning annual 
fees be changed to read: ‘THAT the annual fee 
payable by members of the College be raised to 
Five Dollars ($5.00) effective January 1, 1950.” 
Carried. 

Dr. Williams stated that the annual fee was 
formerly deductible for income tax purposes, but 


since January 1, 1948, it is not deductible. He 
also stated that the fee has been $2.00 ever since 
the College was formed, and it now barely pays 
the office expenses of sending out accounts and 
receipts, etc. 

Dr. Johnson pointed out that under Section 
42A of the By-laws, it would be necessary for the 
Council to name the amount to be paid at each 
meeting. 

Motion: “THAT for the Council Meeting of May, 
1949, the amount paid to members for attendance 
be at the rate of $25.00 per day, and mileage as 
stated in the By-law.” Carried. 

1l. Unfinished Business From Previous Meetings 

None. 

12. Miscellaneous and New Business 
A. Payment of Janitor 

Motion: “THAT the janitor be paid Five Dollars 
($5.00) for his services at this meeting, plus the 
charge for the refreshments.” Carried. 

B. Election Year 

The Registrar pointed out that this was the 
year a new Council would be elected, and stated 
that the scrutineers had elready been appointed 
at a previous meeting. With regard to the electoral 
districts the Registrar quoted the following extract 
from the minutes of a Council meeting held 
October 20, 1937: 

“Regarding the section of elections, it was ques- 
tionable as to the interpretation of the division 
of the electoral districts, in respect to whether it 
means that all electoral districts should be con- 
sidered as constituted in 1923, or only the Winnipeg 
districts. The Council was of the opinion that 
the 1923 referred only to the Winnipeg districts, 
and that the other would come under the divisions 
as constituted at the time of any election.” 

Motion: “THAT the election be conducted ac- 
cording to Section 5(c) of the Medical Act, and 
that “as now constituted” be taken to mean as 
1940.” Carried. 

Adjournment: “THAT the meeting be adjourned.” 
Carried. 

Registration Committee — June 2nd, 1949 

Enabling Certificate Granted: John Stolar, M.D., 
Catholic University of Louvain, Belgium, 1939. 

Enabling Certificate Deferred: Victor Kleider, 
M.D., University of Vienna, 1942. Jiri Munk, M.D., 
Charles University in Prague, Czechoslovakia, 1945. 
Huuthoi Trieu, M.D., University of Paris, 1936. 
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NAB TOCKER IS A 


meal-clocker 


“Time is money,” Tocker says 
and carries his belief even to the 
dining table. But like most 
of the meal-skimpers (or worse 
yet, the meal-skippers) 
Tocker, whose fast-paced living 
demands adequate nutrition at the 
very least, will soon find that 
minutes saved at the table 
can bankrupt him nutritionally. 
Like the food faddist, the 
excessive smoker and toper 
who develops subclinical vitamin 
deficiencies, these cases usually call 
for dietary reform. And for the 
added assurance that every 
patient will receive the 
nutritional balance prescribed — 
in spite of the wide variances in 
vitamin content of foods and the 
vagaries of the human 


appetite — many physicians also 





prescribe an excellent vitamin supplement called Dayamin. e Each small, easy-to-take 


Dayamin capsule contains the daily optimum adult requirements of vitamins A and D, 


thiamine, riboflavin, ascorbic acid and nicotinamide, plus supplementary amounts of pyridoxine 


and pantothenic acid. One capsule daily as a supplement; two or more for therapeutic 


use. Available in boxes of 30 
and bottles of 100. 


Apsotr LaBoraTories, LIMITED 
MONTREAL 


bbott 





PRESCRIBE 


AYAMIN’ 


Abbott's Multiple Vitamins 


*TRADE MARK REG’D 

















Doctor Required 


Good town on No. 1 Highway, West of 
Brandon, requires services of capable M.D. 
Prosperous district that offers a good living. 
Good roads throughceut district. Apply to 
Elkhorn Chamber of Commerce, Elkhorn, 
Manitoba. 




















Medical Business Bureau 


Investigations on character and financial 
worth; Personal contact with doctors; Follow- 
ups; Complete legal facilities; Bonded agents 
throughout Canada; Regular monthly returns. 


310 Power Bldg. 


Phone 925 001 Winnipeg 








HARDEX LENSES 


Ideal for the young sports loving patient 
because they are practically unbreakable. 
Hardex Lenses will withstand a blow many 
times greater than ordinary lenses. Office 
demonstration gladly given. 


MALLON OPTICAL 


(Jack Mallon) 


405 Graham Ave. Phone 927 118 














Hycodan Bitartrate 
Manufactured by ENDO PRODUCTS INC. 


A selective antitussive for simplified cough therapy. 
It is produced from Codiene, and is supplied in syrup 
and tablet form. The advantages of HYCODAN over 
Codiene are less inhibition of expectoration, smaller 
doses required, non constipating, prompt action, 
prolonged effect. For clinical reports and references 


Guy Bale Agency 


Sole Distributor 


221 McDermot Ave. Winnipeg, Man. 





——= PHYSIOTHERAPY —— 


by i. C. Swann 
Member of 
THE CANADIAN PHYSIOTHERAPY ASSOCIATION 
(Incorporated by Dominion Charter) 

Graduate of: Massage, Swedish Movements, Muscle 
Re-education and Medical Gymnast, 2 years training 
in Christie Street Hospital, Toronto, Masseur at Deer 
Lodge Hospital, Pensions and Health, Winnipeg, for 
the past 15 years : 

(Under Medical Supervision or Direction) 

Phone 928 912 438 Somerset Bldg. Res. Phone 
after 1 p.m. Winnipeg, Man. 54 195 




















NEUROPHYL B 


A Nervine Tonic 
Contains Vitamin B', Hawthorn, Passion 
Flower, Sodium Methylarsenate, Calcium, 
Sodium, Manganese and Quinine Glycero- 
phosphates. 


Available in 16 oz. Bottles 


NADEAU LABORATORY LTD. 


Montreal 








The Winnipeg Drug Co., Limited 
PRESCRIPTION SPECIALISTS 


Agents for 
NICHOLSON’S VACCINES 


381 PORTAGE AVE. (Cor. Edmonton) 
Phone 926 478 





























DOCTORS’ and NURSES’ DIRECTORY 
212 Balmoral Street, Winnipeg, Man. 
24-Hour Service 


Phones: Victorian Order of 
Doctors’ — 37123 Nurses—Night calls, 
Nurses’ — 722151 Sundays and 

Registered Nurses. Holidays, 


Practical Nurses. Phone 722 008 


Physiotherapists and Masseuses 
—P. BROWNELL, Reg. N., Director. 




















DREWRYS DRY 
GINGER ALE 


Doctors recommend it! 
Hospitals Advise it! 
Patients ask for it! 
3 Sizes 
6-02., 12-02., 28-07. 
The Drewrys Limited 
Phone 57 221 
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Six physicians’ helpers, 


DRYCO an easily digested, 

vitamin fortified infant food, which 
hastens recovery of birth weight, and 
supplies optimum nutrition during the 
early months of most rapid growth. 

Because of its high protein, low fat and 
moderate carbohydrate content, Dryco 
enables you to prescribe a formula with 
a wide range of adjustment for the 
special as well as the normal feeding 
case. 


C.M.P. PROTEIN MILK . . a high 

protein, lowered fat and low 
carbohydrate acidified milk. It has 
been used with great success for infant 
feeding in cases of diarrhoea in the bottle 
fed infant, dyspepsia, malnutrition due 
to gastro-intestinal disturbances, coeliac 
disease, and as a feeding for the prema- 
ture infant when breast milk is not 
available. 


C.M.P. LACTIC ACID MILK ... is 
spray-dried pasteurized milk inocu- 
lated with a culture of lactic acid bacilli 
and incubated to a definite acidity. 
C.M.P. Lactic Acid Milk has all the 
excellent qualities of the freshly prepared 





qualified—every one! 


product, and in addition is uniform 
and stable. It is easily and quickly 
reliquefied for instant use. 


MULL-SCY ... an emulsified soy 

bean food used as a replacement for 
milk in cases of milk allergy in infants, 
children and adults. It is palatable, 
well-tolerated and easy to digest. 

Mull-Soy diluted with equal volume 
of water contains all the essential 
nutritional properties of average cow’s 
milk. 


BORDEN’'S EVAPORATED MILK 

. « +. a pure, fresh whole milk 
evaporated to double concentration, 
and homogenized for extra smoothness 
and ease of digestion in infant feeding 
formulas. Vitamin D increased. 


KLIM . . . spray-dried, powdered 

milk containing all the valuable 
nutritive qualities of fresh whole milk. 
A simple effective means of providing 
extra milk solids without increasing 
the total bulk of the diet. 

The spray drying process results in 
soft flocculent easily digested curd 
particularly desirable in infant feeding 
formulas. 


Dordens Formula Foods 


Professional Literature on request. Mailed, 
postage paid, to any physician in Canada. 


Formula Foods Department 


THE BORDEN COMPANY, LIMITED. Spadina Crescent, Toronto 4, Ontario 
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An Ant ~ Asthmatic 


IN A STABILIZED SOLUTION 


Eupnogene may be recommended as a car- 
diotonic to offset dyspnoea and to stimulate 
free diuresis. Particularly effective in the treat- 
ment of Asthma, Emphysema, Chronic Bron- 
chitis and Arteriosclerosis (non-advanced). 


Gormula 


(per teaspoonful) 
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AUGRAPYATUC BRIS 


Charlo’? Frost Co 






AN IMPROVED URINARY ANTISEPTIC 


“UROMAND’ 


“Urosine” and Mandelate Compound “Stow!” 


The treatment of urinary tract infec- 
tions often presents a difficult prob- 
lem. The selection of the therapeu- 
tic agent can be a matter, of fine 
discrimination, and depends largely 
on the nature of the infecting organ- 
ism. In a recent study (1) of 200 cases 
of urinary tract infection, the follow- 
ing organisms, and their frequency. 
were found: 


No. of Patients Infecting Organism Per cent 


104 Escherichia coli - - - - += += += 52.0 
28 Staphylococcus aureus - 14.0 
23 Mixed staphylococcus & Escherichia coli 1 
Staphylococcus albus 
Streptococcus 

Aerobacter sasinrcaseae 

B. proteus 

No growth - 
Gram-positive - - - - = 


~——ACUOOUN 


Streptothrix 
Pleomorphic - - - - - 


2 @ 8 6 Oa ‘ 
Soevsnush= 
VUsUUoous 


It is thus apparent that in 52% of the 
cases I. coli was the infecting organ- 
ism, while in another 25.5% staphy- 
lococcus aureus or a mixture of E. 
coli and S. aureus was found. The 
balance was made up of a few cases. 
each infected with the organism 
indicated. 


There are now available a number of 
urinary antiseptics from which may be 
selected that preparation which is like- 
ly to prove most effective for each 
particular infection. ‘These include pe- 
nicillin, streptomycin, sulphonamides, 
mandelic acid, hexamine and certain 
dyes. 


It is to be noted that over 75% of the 
urinary tract infections are due to 
kK. coli, or to a mixture of E. coli and 
S. aureus. For this group it has been 
found that a combination of mandelic 
icid and hexamine will clear over 
70% of cases after a few days. 


A particularly useful formula is that of ‘‘Uromand’’. 


Calcium mandelate - - - 5 _— gr. (0.32 G.) 
“Urosine” (Hexamine "Srost’) - 1% gr. (80 mg.) 
Ammonium acid phosphate - 2!/2 gr. (0.16 G.) 


When this formula is administered in 
adequate dosage, the pH. of the urine 
reaches 5.0 to 5.3, at which level, 
especially in the presence of “Uro- 
sine”, many pathogenic organisms 
are unable to flourish and the urinary 
tract becomes sterile. 


be 








eal 
“ORO. 2 iN Db” ‘Urosine’ —— 


C.T. No. 8 “Siosst" 

Bottles of 100 and 500 tablets 
DOSAGE: 8 to 20 tablets per day (2 to 4 
tablets every 4 hours) may be required to 
provide full therapeutic effects. W ater should 
™ taken in quantities of at least 8 glasses 
during the twenty-four hours to assure an 
adequate diuresis. 

UNTOWARD EFFECTS: Administration of 
**‘Uromand” is safe and only rarely is it not 
tolerated. In a few instances, nausea and 
burning on micturition may be noted and 
eall for reduction of the dose. 
REFERENCE 
(1) Carroll and Allen, 

Journ. of Urology, 55, 675, 1946. 


We will be pleased to send clinica! samples upon request. 


Charles & Frost & Co. 


MONTREAL CANADA 
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better Mleternal utrition 


MORE CALCIUM, IRON and TRACE ELEMENTS 


have been added to 


DIETARY SUPPLEMENT 
B.D.IL. 


When the ‘ordinary mixed diet’ supplies ‘less than enough’ essential 
nutrients during any period of increased need, the daily administration 
of Dietary Supplement B.D.H. will provide a wide margin of safety. 


NEW Soe ring alo comteteas Each tablet contains 

Vitamin A 1500 I1.U. 

IMPROVED Pro Vitamin A the equivalent of: 

FORMULA (beta carotene) 1500 1.U. Ferrous Sulphate B.P. 
Thdemion Medeo- (5 grains) 330.0 mgm. 

chloride 1.2mgm, Copper 1.5 mgm. 

Riboflavin 1.0 mgm, Manganese 2.0 mgm. 
Nicotinamide 10.0 mgm. 
Ascorbic Acid 25.0 mgm. One capsule and one tablet 
Vitamin D 600 1.U. constitute a single dose. 


Calcium Phosphate 
Dibasic (244 grains) 165.0 mgm. 
Iodine 0.2 mgm. 


THE BRITISH DRUG HOUSES (CANADA) LIMITED 
TORONTO CANADA 
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